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The gradually expanding years of life have brought 
new problems to the medical field. Geriatrics has assumed 
a major importance in the practice of medicine. While 
many investigators have reported isolated studies on 
various manifestations in the gastrointestinal tract in per- 
sons over 60, most of these have concerned organic 
changes, and there are few complete studies of the pa- 
tient as a whole in the literature up to this time. 

It is academic to emphasize the tremendous responsi- 
bility that rests on the examining physician to rule out 
serious organic disease. On the other hand, when a 
patient who has enjoyed apparent good health begins 
having symptoms that not only are troublesome in them- 
selves but cause him emotional concern, this responsi- 
bility cannot be overstressed. 

The tremendous educational campaign for the detec- 
tion of cancer cannot help affecting the mental reactions 
of the patient. He knows only too well that carcinoma 
occurs frequently in the gastrointestinal tract, and he is 
entitled to a thorough examination for this if for no other 
reason. He must be assured that carcinoma is not evident 
at the time of the completion of such an examination. 

As years take their toll, as his earning capacity is def- 
initely diminished, as his security becomes a factor, and, 
finally, as death takes many of his friends and family, is 
it any wonder that the patient notices symptoms and is 
distinctly disturbed? If there is any time at which the art 
of medicine assumes a major role, it is certainly in deal- 
ing with elderly persons. 

For these reasons we have reviewed the last 133 ambu- 
latory patients over 60 who have consulted us and who 
had no organic abnormality to account for their symp- 
toms. We should like to review statistically our various 
clinical and laboratory observations and then discuss the 
philosophical and therapeutic approach to the problem 
as a whole. 

PRESENTING SYMPTOMS 

The 133 patients consisted of 66 women and 67 men, 
ranging in ages from 60 to 83. It appears significant that 
80 of them had symptoms referable to bowel habits. The 


other 53 had daily bowel movements. Of the 80 with 
bowel disturbances, 41 had persistent constipation; 10 
had intermittent constipation; eight more had used re- 
peated laxatives or enemas; four had constant diarrhea; 
11 had intermittent diarrhea; and six had alternating 
diarrhea and constipation. 

Constipation had been considered a common symp- 
tom of elderly persons. Mueller-Deham and Rabson ' 
stated that one in every four old persons is habitually con- 
stipated, for the most part because the diet lacks bulky 
foods that ordinarily stimulate peristalsis. Sorter, Berg, 
and Necheles * reported that constipation is one of the 
frequent complaints after 60; all their patients showed 
a lack of tone and contractile power of the sigmoid flex- 
ure and rectum. Constipation has been attributed also to 
stasis in the distal part of the colon, to malfunction, and 
to redundancy.* Years ago, Hurst* stated that senile 
chronic constipation is due to atonic dilatation and de- 
ficient peristalsis of the colon secondary to atrophy of the 
muscles. Freeman,° reviewing the literature, found no 
studies on the total time of transmission of food through 
the gastrointestinal tract in the aged and suggested that, 
even though constipation presupposes slow motility, it is 
due largely to rectal atony. Ivy * quoted Humphry,” who 
found in a study of 900 persons who had attained the age 
of 80, including 74 centenarians, that 31% had constipa- 
tion or took laxatives. However, Ivy found that 31% of 
1,082 college students also were constipated. Stroup ‘ 
concluded that a careful study is needed before one can 
conclude that aging predisposes to the development of 
true constipation. Ivy * and Niles and Martin * concluded 
that there is no evidence that constipation is commoner 
in aged than in young persons. Boas.’ Rehfuss,'® Val- 
dez,'' and Hurst * also discussed constipation in the aged. 

The next most frequent complaint in our series of pa- 
tients was distress in the upper part of the abdomen, con- 
sisting of heartburn, nausea, fulness, distention, and 
belching. Only 17 of these persons suffered from fatigue, 
although Bartley and Chute ** and Bortz '* reported that 
fatigue is a common complaint of old persons. Weakness 
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occurred in 12 of our patients; only nine lost weight; six 
experienced nausea, four anorexia, and one vomiting. 
There were 12 who had undergone cholecystectomy, 27 
appendectomy, two hemorrhoidectomy, and three gas- 
troenterostomy. 

PHYSICAL EXAMINATION 


Sixty-nine patients had normal blood pressure, and 
one had a systolic pressure below 100. In 43 the systolic 
pressure was elevated above 150, and 20 had both sys- 
tolic and diastolic hypertension. Our findings confirmed 
the opinion of Boas '* that, with respect to old persons, 
the term hypertension is used too loosely. He expressed 
the belief that a rise in systolic pressure without a dias- 
tolic rise is the common form encountered in old age, 
owing to loss of elasticity of the arteries and arterio- 
sclerosis. 

Eight patients had cardiac enlargement, and four had 
enlargement of the liver. In the entire series, only two had 
right inguinal hernia and one epigastric hernia. There 


TABLE 1.—Relation of Basal Metabolic Rate to Age 
Number of Patients 


PMR +11% BMR+10% BMR--11% 


Age to +19% to —10% to —19% 
2 15 6 
1 6 0 
0 2 2 
0 ] 0 


was generalized abdominal tenderness in only 18 pa- 
tients; localized tenderness was present in the left upper 
abdominal quadrant in two, in the right upper quadrant 
in 15, in the left lower quadrant in nine, in the right lower 
quadrant in eight, and in the epigastrium in 11. Two pa- 
tients had rectal stricture, and four had external hemor- 
rhoids. Obvious signs of avitaminosis (cheilosis, smooth- 
ness and redness of the tongue, peripheral neuritis, weight 
loss, and history of poor food intake) appeared in one 
patient. Thirty-five patients were subjected to procto- 
scopic examination: 30 were normal, two had external 
hemorrhoids, two had internal hemorrhoids, and one had 
both external and internal hemorrhoids. 


LABORATORY STUDIES 
Hematologic Studies.—There was no abnormal bleed- 
ing in any case. Two patients had polycythemia vera; 
eight had normochromic anemia, one had hypochromic 
anemia, and one had hyperchromic anemia (not true 
pernicious anemia). All other patients had blood cell 
counts within the limits of normal. 


1074 GASTROINTESTINAL TRACT—PORTIS AND KING 


J.A.M.A., March 29, 1952 


Basal Metabolic Rate.—It will be seen from table 1 
that the basal metabolic rate stayed near normal as the 
age of the patients increased, with a few patients on either 
side. Other authors '° have stated that there is usually a 
progressive drop in the metabolism with advancing age. 

Table 2 shows the relation of bowel habits to basal 
metabolic rates. In spite of the frequent assertion ** that 
constipation is associated with a lower than normal basal 
metabolic rate, 27 of our patients who were constipated 
had normal basal metabolism. Six had above normal 
rates, ranging from +11 to +19%. On the other hand, 
15 patients had rates ranging from -11% to-19% (only 
one patient with a rate of -19% ). Rakoff ** stated that 
75% of patients with hypothyroidism have constipation; 
Feldman '* and Brown '" suggested that this presumed 
constipation is due to hypomotility of the gastrointestinal 
tract with loss of tone, which results in sluggish 
movement. Furthermore, Means,'*” Eggleston,'’’ and 
Brown ‘“" found that thyroid is often an excellent lax- 
ative. The great majority of our patients with lowered 
metabolism showed normal motility on roentgen exami- 
nation. 


Gastric Analysis —Among 113 patients for whom gas- 
tric analysis was done, 13 (9.8% ) had histamine-free 
achlorhydria, which is about the same as the frequency 
of achlorhydria in the population as a whole. Forty-three 


Taste 2.—Correlation of Bowel Habits and Basal 
Metabolic Rates 


Nucnber of Patients 
Alternating 
Regular Diarrhea and 
Basal Habits Diarrhea Constipation Constipation 
ute Male Female Male Female Male Female Male Female 
+11% to +19% 7 7 0 0 3 3 0 1 
+10% to —10% oT) 18 3 7 9 18 2 2 
-11% to —19% ll 4 2 0 y i) 0 0 


had subacidity, with values below 30. On the other hand, 
23 had free acid above 50, the highest value being 76. 
Of the 13 with achlorhydria, four had regular bowel 
movements, six constipation, two diarrhea, and one alter- 
nating diarrhea and constipation. 

It is generally agreed that achlorhydria increases after 
the age of 45. The incidence of histamine-free achlorhy- 
dria reported in the literature is as follows: Davies and 
James ** studied 100 patients over 60 and found 15% 
with histamine-free achlorhydria; Kopelowitz '* found 
28% with histamine-free achlorhydria; and Polland *° 
found that 30.6% of men over 60 and 23.0% of women 
had histamine-free achlorhydria. 

In our series, 23.9% had what might be considered 
hyperchlorhydria, in contradistinction to the observa- 
tions of Rafsky and Weingarten,*' who reported 12.7% 
hyperchlorhydria in their group of elderly patients. It is 
generally agreed that achlorhydria alone will rarely cause 
iron deficiency anemia.** None of our achlorhydric pa- 
tients had an abnormal hematologic picture. 

Intravenous Dextrose Tolerance Test.—The intra- 
venous dextrose tolerance test was done for 67 patients. 
After the usual 12-hour fast, we administered 0.3 gm. of 
50% dextrose solution per kilogram of body weight, and 
blood samples were drawn 30, 60, 90, 120, and 180 
minutes later. The sugar content was determined by the 
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Somogyi method (true blood sugar). Forty-two (62.7% ) 
had what were considered normal results. There were 
18 (26.9% ) with the so-called hepatic curve, six (8.9% ) 
with a curve resembling those of diabetes, and only one 
(1.5% ) with the so-called flat curve. The illness in this 
last patient was characterized by psychogenic fatigue. 

In only 12 of the 67 persons was the dextrose level 
at the end of three hours lower than the original fasting 
level. This observation is exceedingly interesting, in view 
of the fact that younger persons with a psychogenic dis- 
turbance of the gastrointestinal tract usually have a defi- 
nitely lower blood sugar level at the end of three hours 
than at the original fasting determination.** 

There are few references in the literature to the intra- 
venous dextrose tolerance test among elderly persons. 
Many reports on the oral test have appeared, but the 
results are considered unreliable because of the changes 
in absorption of old persons.*' Smith and Shock *! tested 
43 patients over 60 by the intravenous method and found 
decreased toierance. Their results disagreed with those 
of Lozner, Winkler, Taylor, and Peters,?° who found no 
correlation between the results of tolerance tests and sex 
or age between 50 and 74. 

Stool Examination.—Of 133 patients who underwent 
stool examination, 104 showed no occult blood. Twenty- 
four had 1+, two had 2+, one had 3+-, and two had 
4+ reactions to the benzidine test. There were no posi- 
tive results when the patients were on a meat-free diet. 

Urinalysis —Examinations of urine showed no abnor- 
mality. 

Blood Chemical Studies.—Six patients had elevated 
sulfobromophthalein retention, ranging from 10% to 
20%. Except for the observation of 6 mg. of uric acid 
per 100 cc. in one patient, there were no other abnormal! 
results among patients for whom blood chemical studies 
were indicated. 

Electrocardiographic Studies. — Electrocardiograms 
were made of nearly all patients, because we believe that 
every patient over 50 should have routine electrocardio- 
graphic study. Of these, 53 showed results within the 
limits of normal; 20 showed left ventricular preponder- 
ance, 15 left axis shift, 14 left heart strain, 10 low volt- 
age, nine chronic coronary insufficiency, and six some 
form of block, two with right heart strain and one each 
with auricular fibrillation, premature systoles, and an old 
infarct of the anterior wall. 


ROENTGEN STUDIES 

Gallbladder Examination.—Sixty-two patients had 
normal gallbladder function. In. 10, visualization of the 
gallbladder was poor but no stones were present; six of 
these had elevated sulfobromophthalein retention. In 19 
persons, stones were seen in an otherwise normally visu- 
alized gallbladder. In four, the gallbladder was thought 
to have possible stones. Three patients had diverticulum 
of the gallbladder; three others had double fundus. 
Thirty-two patients in whom visualization of the gall- 
bladder was good had poor emptying, which was inter- 
preted as possible dyskinesia. 

Our results may be compared with Rosenthal’s report 
of autopsies of 300 old persons.** Some abnormality of 
the gallbladder was present in 38% of those; the inci- 
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dence was 65% for women in the seventh decade. Sixty- 
seven per cent of the latter group had had no symptoms 
referable to the gallbladder, and 15% had had only 
vague abdominal complaints. 

Examination of Esophagus.—Two patients had esoph- 
ageal diverticula; in the others the esophagus was normal. 
There were 10 (7.5%) with hiatus hernia—a finding 
which contrasts with that of Brick,*’ who reported that 
76.6% of his patients between 50 and 80 had hiatus 
hernia. 

Gastric Examination.—Forty-seven patients showed 
normal gastric mucosa after the barium meal; 60 had a 
coarse gastric mucosal pattern with hypertrophic folds; 
eight had smooth atrophic mucosa (three of these had 
histamine-free achlorhydria). In 20 patients the lower 
pole of the stomach was classified as ptotic. There was 
antral spasticity and antral gastritis in only five patients. 
Three had had previous gastroenterostomy. 

There is some divergence of opinion as to the effect of 
gastric acidity on gastric emptying time. Several writers *> 
have reported rapid emptying of the stomach in normal 
persons with achlorhydria. Davidson and Gulland *° re- 
ported rapid emptying of the stomach of patients with 
pernicious anemia. However, Carlson *’ and Jolliffe, Tis- 
dall, and Cannon *' concluded that gastric emptying time 
is normal and digestion unimpaired with achlorhydria. 
Our patients with achlorhydria all had normal emptying 
time. 

Duodenal Study.—The duodenal pattern of 13 pa- 
tients was coarse, and duodenal diverticula were present 
in 10 patients. The cap was deformed in seven patients 
and spastic in three, but no active ulceration could be 
demonstrated by compression technic in these persons. 

Examination of Small Intestine. —Seventy-nine (59% ) 
of our patients showed a coarse pattern in the small intes- 
tine, and 42 (31.5% ) showed a picture considered to be 
within the limits of normal. Two patients had jejunal 
diverticulum, and one had diverticulum of the ileum. 
One patient had questionable ileal polyp, one showed 
atony of the ileum, and three had spasticity of its lower 
portion. Pavement pattern was seen in one patient, and 
the patient with obvious avitaminosis presented a feath- 
ery flecked appearance of the small intestine. 

Jungmann and Cosin ** studied the pattern of the small 
intestine of 18 patients from 70 to 91 and found hyper- 
tonus, corresponding to a coarse pattern, in 11 (62%). 
Three patients had hypotonus, two with accompanying 
hypomotility. In 15 patients the barium was segmented 
and scattered. These findings agree with the nutritionai 
deficiency pattern described by Golden.** Weber ** in 
1939 described decreased motility of the small intestine, 
“subdued” peristalsis, and segmentation accompanying 
deficiency states. On the other hand, Jungmann and 
Cosin could not demonstrate any clinical evidence of 
hypovitaminosis in patients of their group. They inter- 
preted their results as dependent on a decrease in blood 
supply to the intestinal tract associated with arterioscler- 
osis, which led to anoxia of Meissner’s and Auerbach’s 
plexuses. However, one of us *° previously reported that 
in young persons the coarse pattern is associated with 
emotional disturbances affecting the gastrointestinal 
tract. 
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The correlation of bowel habits and motility of the 
small intestine is seen in table 3. These observations sug- 
gest that the small intestine may not play an important 
role in constipation. Only four of our constipated patients 
had hypomotility, while seven had hypermotility and 48 
had normal motility. 


TaBLE 3.—Correlation of Bowel Habits and Motility 
of the Small Intestine 


Number of Patients 


| 
Hypermotility Normal Hypomotility 
(Less Than Motility (More Than 
Bowel Habits 2 Hr.) (2 to 5 Hr.) 5 Hr.) 

Regular functions......... 9 37 7 
rere 7 48 4 
Alternating diarrhea 

and constipation...... “ 1 4 1 


Table 4 illustrates the relation of motility of the small 
intestine to gastric emptying time. It can be seen that the 
gastric and intestinal motility in elderly persons is about 
the same as that found in younger ones. This agrees with 
the various reports in the literature.** 

Study of Colon.—The colon was normal in 51 pa- 
tients, redundant in 11, and irritable and spastic in 34. 
Among patients with irritable and spastic colon, only 
nine had diverticula. Forty-six patients (34.6% ) had 
diverticula, divided as follows: 


Sigmoid flexure and descending colon only............ 5 


Only 14 of the 46 patients with diverticula were consti- 
pated; 25 had regular bowel movements; five had diar- 
rhea; and two had alternating diarrhea and constipation. 
The incidence of 34.6% for diverticulosis in our series 
is much higher than that (7% ) reported by Ivy.* In our 
series there were 26 men and 20 women with diverticula. 
Ivy * stated that diverticula are about 33% more fre- 
quent in women than in men, while Valdez '' said that 
diverticulosis is commoner among men. No other signifi- 
cant roentgenologic abnormalities were seen in the pa- 
tients who had a barium enema. 

Comment.—The foregoing statistical evidence is pre- 
sented for the prime purpose of showing the variability 
of laboratory and roentgen observations in a group of 
133 elderly persons with presumably no organic gastro- 
intestinal disease except incidental gallstones and diver- 
ticulosis. Because gastrointestinal symptoms often are 
related to extra-abdominal manifestations, one should 
thoroughly study the metabolic, cardiac, and respiratory 
systems as well as the gastrointestinal tract. 

It can be readily seen from these observations that one 
cannot prognosticate what the laboratory or roentgeno- 
logic evidence may be from the symptoms of elderly pa- 
tients. We think this is important. It is definitely different 
from the results to be expected among persons under 50, 
in whom there would be correlation between the clinical 
manifestations and the laboratory and roentgen evidence. 
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PSYCHOLOGICAL ASPECTS 

Many old persons have emotional disorders that were 
not present before age 60.*' We asked a neuropsychiatrist 
to outline for us the psychological defenses he had ob- 
served among elderly patients, in order that we might see 
how they compared with observations in the group we 
studied. He reported ** that two of the paths that the 
aging organism takes in defending itself against the aging 
process are regression and conservatism. The first path, 
regression, is represented by childish actions and bizarre 
symptoms. Regression may reflect early toilet training 
and the relative importance placed on bowel movement 
in childhood. Sometimes this early training is too far 
removed in time for the patient to realize its importance. 

The gastroenterologic symptoms of regression are usu- 
ally expressed in such manifestations in the upper part of 
the gastrointestinal tract as belching, nausea, vomiting, 
anorexia, and heartburn. These symptoms affected 59 
(44.3% ) of our patients. Diarrhea has also been con- 
sidered to be a regressive phenomenon. 

The second path of defense is conservatism—the con- 
servation of energy. Old persons with this pattern cannot 
give up anything. They hoard objects; they hoard money. 
This hoarding is bound up with a desire for security. The 
elderly person wants a sense of being master of his own 
situation. His conservatism is usually expressed in con- 
Stipation, which is said to be commoner among men than 
among women. This may be due to the fact that old men 
are faced with the threat of disintegration and cannot 
tolerate passivity and dependence as well as women. The 
old woman does not retire as the old man does; her later 
life consists of much the same activities that she had as 
a young woman. Fifty-nine (44.3%) of our patients 
were constipated. Twenty-nine of these were men and 30 
women. Kantor,*® however, stated that the most extreme 
constipation he had observed was among elderly de- 
pressed women. 

TREATMENT 


Psychotherapy.—The patient’s clinical picture should 
be carefully reviewed for him. He should be told that 
there is no evidence of organic disease. At the same time 


TaBLE 4.—Relation of Motility of Small Intestine 
to Gastric Emptying Time 


Number of Patients 


Hypo- 
Hyper- motility 
motility Normal Motility - 
Gastrie Emptying \ 1 2 3 4 5 6 More 
Time (Hours) Br. Ey. Or. @r. Br. ei Be. Bee. 
eee aes 0 2 1 0 1 0 0 0 
0 1 2 2 2 1 2 0 
5 7 7 10 5 5 0 
0 2 5 13 4 2 1 
2 1 1 4 14 3 2 1 
0 1 0 1 1 4 0 0 
0 0 1 0 0 0 0 2 


an effort should be made to evaluate his symptoms in 
relation to his life situations. 

The differences in psychological reactions between old 
and young persons are exceedingly curious and interest- 
ing. While many old persons had had difficult life situa- 
tions, with trials and tribulations over many years, their 
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personal reactions to them seemed to us to be on a 
different plane from those of younger persons. Most of 
the patients were not too distinctly disturbed, and for 
that reason the need for psychotherapy at that level by a 
psychiatrist was not always great. They seemed to derive 
much comfort and satisfaction from being able to talk 
out their troubles with their physician. What they wanted 
most of all seemed to be some assurance that there was 
nothing seriously wrong with them. They seemed to rec- 
ognize that they were in a life period where anything 
could happen, but, above all, they wanted hope and the 
realization that nothing was going to happen immedi- 
ately. For these reasons, we think that it is incumbent 
on the physician to handle elderly patients with great 
sympathy and care, since he can do much to help them 
out of their presumed troubles. With this thought in mind 
we developed a management that would not interfere too 
much with the patients’ daily lives and make them feel 
that they were ill or that they had serious symptoms. On 
this basis we approached the problem from a highly phil- 
osophical point of view. 

The physician should not be too disturbed if a patient’s 
bowels move once or twice a day or do not move for two 
or three days. The patient should be taught to overcome 
bowel consciousness and be made to understand that he 
should not be overly impressed by what he terms “regu- 
larity.” As we stated at the outset, if there is one area 
where the art of medicine is all-important, it is in the 
psychotherapeutic approach to older persons who are 
overly concerned about their symptoms. 

Dietary Treatment.—After the patient has been told 
the clinical significance of his symptoms, he should then 
be told of his dietary management. The diet plays an im- 
portant part in medical management. It should be directed 
toward normalizing the pathological function. The pa- 
tient should be impressed with the importance of the diet 
in producing harmonious function in the gastrointestinal 
tract. For persons with distress in the upper part of the 
abdomen—heartburn, fulness, distention, and belching 
—the usual time-honored diets may be used. For those 
with a tendency toward diarrhea and frequent bowel 
movements, the following diet is suggested. 


Foods Allowed 


Cereals One serving daily: cream of wheat, farina,® cream of 
trained oatmeal, strained pettijohns,® puffed 
rice or rice krispies® (no cereal containing bran or 

whole grain) 
Cereal Rice, noodles, macaroni, spaghetti, or vermicelli, all to 
Substitutes be prepared plain, without rich or highly seasoned 


Bread Enriched white bread (toasted), melba toast, white 
erackers, zwieback, or rusk (no dark or whole wheat 
breads) 

Potatoes Mashed, baked or boiled, not fried (no skins) 

Soups Vegetable milk soups made with puréed vegetables, lean 
chicken or beef broths, not highly seasoned 

Meat Lean tender meat or poultry, i. e., beef, lamb, veal, 


liver, chieken or turkey, broiled, boiled or roasted, not 
fried (all visible fat should be removed; pork and pork 
products, gravies, and sauces should be avoided) 


Fish Lean fresh-water fish, i. perch, pike, trout, bass, or 
whitefish, broiled, boiled, “poached, or baked, not fried 

Cheese Cottage, cream, mild American or Wiseonsin brick 

Eges One or two daily, soft boiled, poached, shirred, or 
scrambled over water, not fried 

Vegetables Cooked and thoroughly strained; tomato juice permis- 
sible 

Fruits All to be thoroughly strained as baby foods; strained 
orange juice daily, at the end of the breakfast period 
(no syrup of canned fruits) 

Desserts Simple puddings, i. e., tapioca, rice, blanc mange, gela- 


tine, custard, simple sponge cake, vanilla wafers, and 
fruit as specified 
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Beverages Boiled milk, acidophilus milk, sanka,® kaffee hag,® and 
tea, with moderate amounts of cream. 
Butter In moderation 
Condiments None except salt 
Foods to Avoid 
Fried foods, pork and pork products, tinned or luncheon meats and 
tinned fish; raw or whole cooked fruits and vegetables; spices and 
condiments; whole grain cereals and breads; jelly, honey, syrup, 
sugar, candy, pastries, pie; coffee, alcoholic and carbonated bever- 
ages; nuts, oils, salad dressings; gravies and sauces 
Tobacco may be used in moderation 
Sample Menu 


reakfast Luncheon 
Strained orange juice Tomato juice 
Cream of wheat Toasted American cheese 
Poached egg sandwie 


White toast 
1 pat butter 
Cocoa sugar 
No sugar 
Dinner Snacks 

Chicken broth, rice 10 a. m.: 
Broiled lamb ehops Boiled milk, 6 oz. 
Baked potato, no skin White crackers 
Creamed puréed spinach 8 p. m.: 
Strained carrots Boiled milk, 6 oz. 
White toast White crackers 
Butter Bedtime 
Strained applesauce Boiled milk, 6 oz. 
Tea White crackers, 

No sugar cereal, or toust 
Cellu® sugarless sweetener or saccharine should be used instead of 

sugar 


h 
Baked cup custard 
Tea 


If the patient is constipated, either from delayed motil- 
ity of the small intestine, which as a rule is negligible, or 
from “left-sided” constipation due to inhibition of the 
sacropelvic parasympathetic nerves, the following diet is 
suggested: 


Foods Allowed 


Cereals Whole grain cereals, cracked wheat, oatmeal, petti- 
johns,® shredded wheat, and whole wheat cereal 

Bread Whole wheat, cracked wheat, tve and corn breads pret- 
erable 

Potatoes As desired: may be baked frequently and the skin eaten 


Soups As desired 

Meat, fish or <As desired, at least one serving daily 

poultry 

Eeys One or two daily 

Vegetables Liberal amounts, at least two raw and two cooked 
vegetables daily; leafy vegetables most desirable 

Fruit As desired, preferably raw: two raw fruits daily, one a 
citrus fruit, i. e., Orange or grapefruit; fruit should 
be eaten with skin when possible 


Desserts Gelatine desserts, custards, simple puddings, and the 
like; fruits preferable 
Beverages Milk, buttermilk, fruit juices, tea, and coffee 


Butter As desired 

Condiments None except salt 
Foods to Avoid 

Highly seasoned foods, condiments, pepper, mustard, chili sauce 
Sample Menu 


Breakfast Luneheon 
Orange and grapefruit Cream of mushroom soup 
sections Chicken sandwich on 
Oatmeal whole wheat toust 


Scrambled egg Combination salad with 
Whole wheat toast oil dressing 
Butter melon 
Coffee Milk, 
Dinner 
Tomato juice Fresh fruit 
Broiled lamb chops Milk, 6 oz, 
New potatoes 4 jackets 
Chopped spina 
Celery hearts 
Carrot sticks 
Radish roses 
Corn muffins 
Butter 
Fresh fruit eup 
Water 
Drink at least eight glasses of water daily, preferably with meals, 
Eat slowly and chew food thoroughly. 


If necessary, take dark molasses (“‘grandma’s old fashioned” or “br’er 
rabbit’), three tablespoons daily, or lactose (milk sugar), three 
tablespoons daily. The molasses may be taken alone, one table- 
spoon after meals, or used in such foods as molasses cookies and 
gingerbread. The lactose may be taken alone after meals, or may 
»e used in any way sugar is used, e. g., in a beverage or on cereal. 


These diets supply between 2,000 and 2,400 calories. 
It has been recommended * that the caloric intake of 
elderly persons be the same as that of young adults. Of 
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course, any obese patient should be placed on a reduction 
diet,*' since obesity definitely raises the mortality rate in 
this age group.*! The diets also provide between 96 and 
110 gm. of protein. Since many old persons have protein 
deficiency ** and many have negative nitrogen balance,** 
their diet must be high in protein, with 1 gm.*' to 1.4 
gm.** of protein per kilogram of body weight and added 
amounts in times of stress.** The fatigue, edema, anemia, 
and lowered resistance of many old persons may be based 
on hypoproteinemia. 

These diets also contain between 80 and 90 gm. of fat. 
Old persons should have less fat in their diets than 
younger persons,*° because of their lowered lipase level,*"" 
poor absorption of fat,*® and a possible relation between 
cholesterol intake and arteriosclerosis.*'* Because of de- 
fective fat absorption, their utilization of vitamin D is 
lowered.*’ 

These diets allow approximately 200 to 280 gm. of 
carbohydrate. For various reasons old persons eat too 
much carbohydrate (52% of the total daily caloric in- 
take, according to a study by Rafsky and Newman **). 


TaBLE §.—Recommended Mineral and Vitamin 
Allowances for Older Persons* 


Sedentary Man Sedentary Woman 

(14 Lb., 70 Kg.) (123 56 Ke.) 
1.5 gm. 1.5 gm. 
es 1-2 mg. 1-2 mg. 
1.2 meg. 1.0 meg. 
1.8 me. 1.5 mg. 
BEI... 12 ing. 10 meg. 
75 meg. 70 me. 
Small amount Sinall amount 


From Reeommended Dietary Allowances, Revised 1948, National 
Research Council, Reprint and Circular Series, no. 129, October, IMs. 


Elderly patients should be encouraged to drink ade- 
quate amounts of fluids during the day and less at night, 
so that their sleeping hours will not be disturbed by the 
frequent need for urination. We have occasionally told 
patients who continue to be constipated, in spite of the 
management outline, that they may insert 8 oz. (about 
235 cc.) of warm tap water as a retention enema, so that 
the dehydrated stool will take up the water. This will 
help them expel feces without too much trauma to the 
anal structures. 

Rafsky and Newman ** concluded that the food and 
vitamin intake of old persons is adequate and that their 
absorption and assimilation of food are normal. Since the 
real problem is utilization, they suggested that older 
persons may have “biochemical avitaminosis.” Stieg- 
litz *'* and Horwitt and associates *” expressed the opin- 
ion that the vitamin intake of old persons should be the 
same as that of young adults. However, other authors 
have expressed the belief that the need of old persons is 
greater. Some of the recommended mineral and vitamin 
allowances for old persons are presented in table 5. 

Low levels of vitamin A in the blood have been ob- 
served in old persons,** and it has been suggested “! that 
supplemental vitamin A will aid in clearing senile changes 
in the skin. Most authors have agreed that elderly per- 
sons need more thiamine than young ones,”’ especially 
since they eat large quantities of carbohydrates.*! The 
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disabilities of advancing years, especially senile mental 
deterioration ** and premature senile changes,°* may fre- 
quently be postponed by administering supplemental 
thiamine hydrochloride and other B vitamins.°* Lowered 
nicotinic acid intake produces porphyrinuria in old per- 
sons.*° Rafsky and Newman studied the vitamin C needs 
of old persons °° and concluded that their need for as- 
corbic acid is greater than that of younger persons. 

Old persons need fairly large amounts of calcium "* to 
prevent demineralization of bones and osteoporosis. The 
diet must contain sufficient iron to prevent deficiency, 
which is seen frequently in old persons.°** The diets rec- 
ommended here contain large quantities of vitamins and 
minerals. When additions are needed, capsules contain- 
ing the supplements are prescribed. 


MEDICAL MANAGEMENT 


The medicinal or pharmacologic treatment should be 
directed at normalizing pathological function. Overstim- 
ulation of the autonomic nervous system must be brought 
under control with simple drugs of specific application 
either to the parasympathetic or to the sympathetic nerv- 
ous system. The symptoms referable to the upper part of 
the abdomen may be handled in the time-honored fashion 
with soothing preparations plus parasympatholytic and 
parasympathomimetic drugs. For hypermotility of the 
small intestine such parasympatholytic drugs as atropine, 
homatropine methylbromide, or methantheline (ban- 
thine”) bromide may be used. Treatment with these drugs 
prevents overstimulation by the parasympathetic nerves 
and allows some normalization of physiological balance. 
Side-reactions from atropine and methantheline may be 
troublesome, but the patient will eventually get used to 
them. Atropine is contraindicated when a patient has a 
tendency to glaucoma. If one is concerned about the pos- 
sibility of glaucoma, homatropine methylbromide (nova- 
tropine® or novatrine*), 1/49 grain to 1/24 (1.3 to 2.5 
mg.) four times a day, may be substituted. 

We have previously alluded to the term “left-sided” 
constipation and stated that it was due to inhibition of the 
sacropelvic nerves subserving the rectum, sigmoid flex- 
ure, and descending colon. Since many constipated pa- 
tients do have an inhibition of the parasympathetic nerv- 
ous system at this level, it is important to stimulate the 
motility of the left half of the colon. Many physicians 
have approached this problem in the past from the stand- 
point of producing great bulk. However, it seems logical 
that, if the muscles could be efficiently stimulated phar- 
macologically, evacuation of the bowel would be more 
regular. 

Because the evacuation reflex is carried over the sacro- 
pelvic parasympathetic nerves, we administered neostig- 
mine to a large number of patients. This drug abolishes 
the cholinesterase influences on acetylcholine and allows 
the latter to act unimpeded in stimulating muscle con- 
traction, thus overcoming constipation. It also allows in- 
creased stimulation of the glandular structures in the 
mucous membrane. We have observed no untoward re- 
actions to this drug when given to ambulatory patients in 
doses of 15 mg. three times a day, as a rule before meals. 
The dose may be varied, depending on the frequency of 
bowel movements. We have used neostigmine and atro- 
pine for the same patient when he has hypermotility of 
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the small intestine with hypomotility of the left half of the 
colon. Apparently the two drugs act at different levels in 
the nervous system. In our experience, bethanechol (ure- 
choline”) chloride often produces more side-reaction 
than the other preparations, and we have been reluctant 
to use it for old persons for this reason. 

A tendency to hard, firm stools may be overcome by 
producing the normal laxative for the digestive tract, 
namely, bile. This is accomplished by inducing choleresis 
with dehydrocholic acid (decholin® or ketochol*), in 
3 to 5 grain (20 to 30 gm.) doses at mealtime. Our ex- 
perience leads us to believe that dehydrocholic acid is far 
better than bile salts, which serve as cholagogs. We ab- 
solutely prohibit the use of such drastic cathartics as mild 
mercurous chloride (calomel), jalap, rhubarb, sodium 
phosphate, magnesium sulfate (epsom salt), and magne- 
sium citrate. We feel that harsh cholagogs and harsh 
cathartics lead only to more irritation of the mucous 
membrane, causing so-called cathartic colitis.°° 

Many elderly persons are apprehensive, disturbed, and 
perhaps unduly concerned about their symptoms. We 
have found that small doses of phenobarbital sodium, 
three times a day and at bedtime, improve the balance of 
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the nervous system. Occasionally free-floating anxiety 
may be aggravated by the use of barbiturates. When this 
occurs, chloral hydrate may be used in suitable doses. 
Apparently the normalization of the emotional household 
prevents overstimulation of the gastrointestinal tract and 
allows a restoration of normal physiological balance. 


SUMMARY 


Clinical and laboratory studies of 133 patients between 
the ages of 60 and 83 without noteworthy organic dis- 
turbances of the gastrointestinal tract are reported. Dis- 
crepancies between our observations and those found in 
the literature in isolated studies of particular sympto- 
matic and laboratory findings are discussed. Our inabil- 
ity to postulate the probable laboratory and roentgen pic- 
ture on the basis of symptoms, in contrast with the 
laboratory and roentgen results and the symptoms of 
younger persons, is pointed out. Some psychological 
reasons for symptoms in the upper and lower parts of 
the abdomen are outlined. Treatment, including psycho- 
therapeutic, dietary, and medicinal considerations in old 
persons, is described. 


104 S. Michigan Ave. (3). 


DURATION OF PREGNANCY AND POSTMATURITY 


H.L. Stewart Jr., M.D., Detroit 


The duration of pregnancy is actually the time from 
fertilization of the ovum until the onset of labor. The 
average length of this period varies in different species. 
The period of human gestation is most frequently as- 
sumed to be nine calendar months, or 280 days, from the 
last menstrual period. By this method of estimation, ges- 
tation has been reported to continue as long as 11 or 12 
months. The accuracy of this method may well be ques- 
tioned. Estimation of the time from a single coitus to the 
onset of labor offers a different perspective. Medicolegal 
procedures have frequently relied on this method of com- 
putation. The reliability of this method depends on the 
accuracy of the information given. Data from this source 
are limited. In 1869, Ahlfeld reported one of the largest 
studies of the duration of pregnancy as calculated from 
isolated coitus.' The length of pregnancy ranged from 
231 to 329 days among 297 pregnant women who knew 
the date of a single intercourse but not the last men- 
struation. There were 128 women who knew the dates 
of coitus and menstruation, with the limits of pregnancy 
from 243 to 295 days. Apparently, accurate records re- 
duce the incidence of error. 

Basal temperatures have been accepted as an indi- 
cator of the approximate time of ovulation and of the on- 
set of pregnancy. If the temperature records are kept 
during the month in which a woman conceives, reliable 
evidence is furnished to establish the onset of pregnancy. 
The duration of pregnancy determined by this method is 
presented from the records of 135 women and compared 
with 3,500 whose last menstrual period and the onset of 
labor were recorded. These observations suggest that the 
definition of the term “postmaturity” should be revised. 


PRESENT STUDY 

Over a five year period, records of oral basal tempera- 
tures were collected from 135 women, during the 
month that conception occurred. Instructions to the pa- 
tient in the technique of recording basal temperatures 
were described in detail in a previous study.* The approx- 
imate date of ovulation was determined from the basal 
temperature chart. The duration of pregnancy was es- 
timated from ovulation to the spontaneous onset of labor. 
Basal temperatures, in most instances, were recorded 
only during the first trimester of pregnancy. 

It is generally accepted that postmaturity begins when 
15 or more days have elapsed beyond the estimated date 
of confinement. This criterion was used in the review of 
3,500 obstetric histories, in order to ascertain the re!a- 
tion of postmaturity to age and parity of the mother, 
weight, sex and length of the babies, and the incidence 
of repetition among those with more than one pregnancy. 
The findings in these cases served for purposes of com- 
parison with the 135 women who recorded basal tem- 
peratures during the first trimester of pregnancy. 


RESULTS 


The duration of pregnancy, from ovulation to the 
spontaneous onset of labor and delivery of a normal, full- 
term, living baby, ranged from 250 to 285 days among 


From the Department of Gynecology and Obstetrics, Henry Ford 
Hospital. 

Read before the Section on Obstetrics and Gynecology at the One- 
Hundredth Annual Session of the American Medical Association, Atlantic 
City, June 14, 1951. 

1. Ahifeld, F.: Beobachtungen iiber die Dauer der Schwangerschaft, 
Monatschr. Geburtsk. 34: 180, 1869. 

2. Stewart, H. L., Jr.: Oral Basal Temperatures and Diagnosis of 
Pregnancy, West. J. Surg. 57: 192, 1949. 
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the women who recorded their basal temperatures during 
the first trimester of pregnancy. The average duration of 
pregnancy was 266 to 270 days. The limits of variation 
from the average duration of human gestation were 
6.7%. 


Chart 1.—Comparison of date of ovulation with date of delivery. 
Numbers 1-9 on curve B correspond to cases discussed in text. 


Chart | shows the curves of the days of ovulation and 
the dates of labor in relation to the first day of the last 
menstrual period. The ovulation curve includes only 
cases in which ovulation occurred 16 or more days after 
the last menstrual period. As the curve of ovulation ad- 
vances, so does the date of labor, with due allowance for 
the individual variability in the length of pregnancy. Even 
though eight pregnancies continued 10 months (300 
days) or longer, from the first day of the last menstru- 
ation, in no instance did any pregnancy exceed 285 days 
from the day of ovulation. Pregnancies extending 295 
days from the last menstrual period or longer, as shown 
in chart 1, are worthy of brief analysis. 


"DECEMBER 1947 ij JANUARY 1948 " & 
—- + - g -f- + - + 
, + = + + 
Bs 


Chart 2.—Record of basal temperatures of a woman who became preg- 
nant on the 66th day (March 4, 1948) after her last menstrual period. 
X's refer to the menstrual period, which occurred from Dec. 29, 1947, to 
Jan. 2, 1948. 


REPORT OF CASES 
Case 1.—Delivery was on the 295th day from the last men- 
strual flow, but the gestation was only 279 days in length, since 
ovulation occurred on the 16th day of the cycle. 
Case 2.—Ovulation occurred on the 18th day of the men- 
strual cycle. The alleged postmaturity extended to 301 days, 
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but the duration of pregnancy was only 283 days, which is within 
the limits of normal variation. 


Case 3.—Ovulation was delayed until the 24th day, with de- 
livery on the, 300th day. The duration of pregnancy totals 276 
days. Comp4rison with case 2 and other patients ovulating at 
approximately the same time emphasizes that the onset of labor 
lacks uniformity. 


Cases 4, 5, 6, and 7.—Basal temperatures of these patients 
illustrate how delayed ovulation explains apparent delay of labor 
and alleged postmaturity. The parallel trend of ovulation and 
delivery curves is striking. 


Case &.—A primigravida, aged 21, menstruated on two oc- 
casions during the month preceding the last normal menstrua- 
tion. Delivery of a female baby, weighing 3,930 gm. occurred 
344 days later. Basal temperatures showed ovulation on the 
66th day, and the duration of pregnancy from that date was 278 
days (chart 2). Life was believed present at the 18th week from 
menstruation and, as so often found in many cases of this study, 
is an unreliable symptom on which to base any calculations. 


Case 9.—A primigravida, aged 25, last menstruated on Dec. 
29, 1947. Because of an infertility problem, she had been re- 
cording basal temperatures, which showed that ovulation did 
not occur until the fifth day of April (chart 3). Although the 
date of confinement by Naegele’s rule was Oct. 5, 1948, a male 
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Chart 3.—Record of basal temperatures of a woman in whom ovulation 
occurred 98 days after last menstrual period, which occurred from Dec. 
29, 1947, to Jan. 2, 1948 


baby, weighing 4,350 gm. was born on Dec. 13, 1948. The preg- 
nancy totaled 349 days in relation to the last menstrual period. 
From ovulation it was 250 days. This mother believed delivery 
would be early in October and hoped that it would be a little 
ahead of time. At first it was difficult for her to understand the 
delay. Explanation of the basal charts allayed her anxiety con- 
cerning postmaturity and precluded any attempts at premature 
induction of labor when the pregnancy continued beyond the 
expected October confinement. 


Women who ovulated on the same day showed as 
much as 26 days difference in the time of onset of labor. 
An example is a patient who delivered a male baby 
weighing 3,900 gm. after 253 days, while the female baby 
of another mother weighed 3,740 gm. at delivery on the 
279th day. Superficial clinical analysis in such instances 
often suggests that the former delivered at term, and, 
therefore, the latter delivered a 10 months’ baby, since 
her pregnancy continued for an additional 27 days. 
A postovulatory time interval of 279 days is within the 
maximum length of human gestation as computed from 
basal temperatures. 


a 
Serevers —se SS —4 
ai OL B Delivery Date Curve 
a 
A) 10 20 40 50 70 80 90 100 110 120 
350 
7.) 
99" 
oot tact 


Vol. 148, No. 13 


Points meriting emphasis from the study of chart 1 
are: 1. The maximum length of pregnancy as determined 
from the first day of the last menstrual period was quite 
variable. This type of estimation is necessarily inaccurate, 
because the last menstrual period is not the beginning of 
pregnancy. 2. The maximum limit of human pregnancy 
from ovulation to spontaneous onset of labor and de- 
livery of a full-term, living baby would be 285 days, ac- 
cording to these data. The mean is 266 to 270 days. Until 
the cause of the onset of labor is better understood, it 
cannot be stated that the patient who delivers at the end 
of 285 days is necessarily postmature. Such a duration is 
within the limits of normal variation of human gestation. 
The beginning of a full-term labor in this study is not 
fixed but occurs during a period extending 250 to 285 
days from ovulation. Postmaturity among the 135 preg- 
nancies in this study did not exceed three weeks. 3. There 
is no evidence to support the alleged prolongation of 
human pregnancy to 10, 11, or 12 months. Delay in 
ovulation accounted for such instances in this study. 

This study offers support and explanation of the 
opinion that postmature babies are not necessarily large. 
Some babies mature earlier than others. Mothers deliver- 
ing at 280 days had small or large babies just as those de- 
livering at 251 or 270 days. It has been stated that the 
size of the baby does not greatly increase during the time 
that alleged postmaturity exists.* This study shows that 
postmaturity, if it exists, is relatively short and does not 
extend beyond three weeks. It also shows that postma- 
turity did not affect the sex incidence of these babies. 

The following significant facts were formulated from a 
study of 3,500 obstetric histories in comparison with 135 
women of the basal temperature series. 1. As a criterion 
of postmaturity, 15 days or longer beyond the due date 
was used. Among 3,500 women, the incidence of post- 
maturity was 7.3%, or 1 in every 14 cases. Among the 
‘women in the temperature series, the incidence was 6.6% 
when the duration of their pregnancies was calculated 
from the last menstrual period. The percentage of ex- 
pectancy of postmaturity is similar in the control group 
of 3,500 women and the experimental basal temperature 
series. 2. Women with two full-term pregnancies, deliver- 
ing before their expected date in their first pregnancy, 
showed an 85% chance of again delivering early. If they 
went beyond their due date one or more days, the 
chances were slightly better than 50% that delivery 
would again be overdue. The interpretation is that varia- 
tion in the duration of pregnancy is greater among dif- 
ferent persons than successive pregnancies of the same 
persons. 3. Some patients were overdue four to six weeks 
in One pregnancy but in other pregnancies delivered only 
a few days late. This suggests some error in calculation, 
or late ovulation, for persons tend to approach consist- 
ency in their duration of gestations. 


COMMENT 

When a patient passes the estimated date of confine- 
ment, the uncertainty of postmaturity immediately enters 
the clinical picture. The expectant mother becomes anx- 
ious about the size and health of her baby. Family and 
friends become concerned. The conscientious obstetrician 
faces additional decisions. He wonders whether the re- 
ported date of the last menstruation is accurate. Clinical 
and x-ray examinations may err in the prediction of 
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the size and maturity of the baby in utero. Should 
labor be induced merely on the basis of probable post- 
maturity, especially if the cervix is not dilated? If the 
cervix is effaced and partially dilated, the patient will 
probably soon go into labor, and spontaneous labor is 
preferable to induction, which may be unwarranted inter- 
vention and may result in the birth of a small baby. If the 
patient delivered a large baby or an alleged postmature 
baby that died in utero would it have been better to in- 
duce labor? Since we do not know how long postmaturity 
exists, analysis of these questions offers no good pattern 
for action. Oral basal temperatures offer a rational way 
of determining the length of pregnancy and suggest that 
the concept of postmaturity should be revised. 

Oral basal temperatures in women with a normal men- 
strual cycle show a biphasic curve characterized by a 
low preovulatory (estrogen) phase followed by relative 
hyperthermia during the postovulatory (progesterone ) 
phase. In the event of pregnancy, there is a continuation 
of the postovulatory temperature elevation during the 
first trimester, and application of this fact has been useful 
in the clinical diagnosis of pregnancy. Basal temperatures 
are more accurate than the Aschheim-Zondek or Fried- 
man tests during the first 10 days of pregnancy.” There is 
a gradual fall in the temperature curve at the end of the 
third month, until the preovulatory level (estrogen) is 
reached by the fourth month, where it continues until the 
onset of labor. An understanding of the normal curve 
during early pregnancy is essential for correct applica- 
tion and interpretation in this study. 

A daily written record of events and temperatures as 
they transpire is invaluable. There is no need to depend 
on memory for bygone dates and events. A fallacious 
memory, unintentional or otherwise, is highly unscien- 
tific. In the event of bleeding during pregnancy, the tem- 
perature charts furnish important data in the differential 
diagnosis. Bleeding may be due to threatened abortion 
or to menstruation. The fallacy of dating the onset of 
pregnancy from uterine bleeding is apparent. The tem- 
perature continues to be elevated in threatened abortion, 
so that, if a temperature record is kept, the time the preg- 
nancy began is definite and it is certain that it is con- 
tinuing. When menstruation or spontaneous abortion oc- 
curs, there is a return of the temperature to the lower 
estrogen level with resumption of the menstrual cycle.‘ 

The accuracy of estimating the onset of pregnancy 
from the date of ovulation is limited by the fact that only 
the approximate date of ovulation can be determined 
from basal charts. At most, this introduces an error of 
one or two days, which is negligible compared with the 
variation in the date of onset of labor. For purposes of 
consistency, the ovulation date was taken as the relative 
depression of temperature just prior to the sustained rise 
of the postovulatory phase. The human egg must be 
fertilized within a few hours following ovulation. Farris 
reported on 14 artificially inseminated women requiring 
hysterectomy and at operation found that human sperm- 
atozoa can live longer than 43 hours in the upper genital 
tract. But the presence of motility is not evidence of 
fertility. Spermatozoa lose their fertilizing power in 12 


3. Calkins, L. A.: Postmaturity, Am. J. Obst. & Gynec. 56: 167, 1948. 
4. Stewart, H. L., Jr.: Oral Basal Temperatures in Abortion and 
Ectopic Pregnancy, Am. J. Obst. & Gynec. 59: 563, 1950. 
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to 24 hours, for conception fails when ovulation occurs 
24 hours after insemination.° 

Transcending the species barrier is interesting for pur- 
poses of speculation and comparison but should not be 
used as a basis for conclusions in humans. Notable errors 
have been made in the field of endocrinology in disregard 
of this basic fact. Listed in the table are the durations of 
pregnancy in animals dated from a single coitus. 

Reid reported 40 cases of duration of pregnancy in the 
humans as calculated from a single coitus and found a 
mean of 277, with extremes of 260 to 294 days. This 
represents a variation of 6%. He concluded that the 
variation of duration of pregnancy in humans is one-half 
that of cows and mares. My finding of 6.7% variation 
supports the opinion of Reid.® 


MEDICOLEGAL ASPECTS 

The maximum duration of pregnancy is stated in the 
laws of several foreign countries. Scotland, France, and 
Italy define 300 days as the maximum time for legitimacy 
in contested paternity. In Austria, the law recognizes the 
legitimacy of a child born in 307 days, and in German 
law the duration is 302 days after the death of the hus- 
band. Article 252 of the Swiss civil code states: “1. The 
child born during the marriage, or in the 300 days after 
the dissolution of the marriage has the husband for a 
father. 2. The child born after 300 days is not presumed 


Duration of Pregnancy in Animals 


Variation 
Limits, Mean, from 
Days Days Mean, “ 
27 to 35 31 12 
252 to 320 286 12 
311 to 3% 352 12 
ener 138 to 164 151 8.6 


146 to 180 166 1 


legitimate.” These laws do not refer to the date of the 
last menstruation, but are based on the date of the last 
possible coitus. The time element generously favors the 
defendant when compared with the results of my study. 
Legal opinions in affiliation proceedings in England 
and the United States have been decided on the merits 
of the individual case, and the lack of exact knowledge 
as to the duration of human gestation has placed the de- 
fendant at the mercy of the medicolegal testimony. The 
fundamental question to be decided is whether an act of 
sexual intercourse with the defendant was the beginning 
of pregnancy. If it can be shown that the pregnancy com- 
menced at a time subsequent to the act of intercourse, 
then the defendant is not the father of the child. By what 
logic can this be established when the maximum duration 
of gestation is unknown? Proof of the date of the last 
intercourse fails to clarify the situation. Even though my 
study shows that evidence as to the date of the last men- 
struation is inaccurate in determining the duration of 
pregnancy, owing to lack of more exact data, medical 
witnesses have been repeatedly forced to refer to cases 
of alleged postmaturity in which the last menstruation 
was assumed as the starting point of pregnancy. The 
vital importance of ascertaining the maximum duration 
of pregnancy in affiliation cases is at once apparent. Guilt 


5. Farris, E. J.: Human Fertility and Problems of the Male, New York, 
The Author’s Press, 1950. p. 144. 

6. Reid, quoted by Simpson, J. Y.: Obstetric Memoirs and Contri- 
butions, Philadelphia, J. B. Lippincott Company, 1855, vol. 1. 

7. Schatkin, S. B.: Disputed Paternity Proceedings, Ed. 2, Albany, 
N. Y¥., Banks & Company, 1947, chap. 9, p. 228. 
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or innocence of the defendant may depend on the actual 
duration of pregnancy. Affiliation cases before a court of 
law are influenced by certain legal presumptions depend- 
ing on whether the child is born in wedlock or out of 
wedlock. 

The courts in the United States judicially recognize the 
period of human gestation as 9 calendar months, 10 lunar 
months, or 280 days from the first day of the last men- 
strual period. The courts are cognizant of numerous 
authoritative medical articles recording exceptions to 
this rule even though litigation was not involved and the 
husband did not dispute the paternity of the child. There- 
fore, when the child is born in wedlock and disputed 
paternity arises, “there is strong legal presumption of 
legitimacy favoring the mother, even if it means strain- 
ing the natural laws of the duration of pregnancy.”’ 
Owing to this assumption on the part of the courts, there 
apparently is no limit to the flexibility of this interpreta- 
tion. This will necessarily continue until medical research 
establishes the maximum limit of human pregnancy. 

Review of the numerous legal decisions implicating 
the duration of pregnancy show a wide latitude of 
opinions. Four cases are of special interest owing to the 
unusual length of gestation. All were attempts by the 
plaintiff (husband) to establish adultery on the nart of 
the defendant (wife), solely on the basis of an abnormal 
length of gestation. 


1. Gaskill vs. Gaskill (English Probate Division, 21 A. L. R., 
1451, 1921). The petitioning husband last saw his wife on Oct. 
4, 1918, when coitus took place. He sailed from England on 
Oct. 12, 1918, and did not return until Sept., 1919. When his 
wife gave birth to a child Sept. 1, 1919, there was an interval of 
331 days from coitus to birth. The plaintiff offered no proof of 
misconduct on the part of the wife but based his claim on the 
impossibility of gestation extending to 331 days. Three leading 
medical authorities testified that such an interval could be pos- 
sible. The Lord Chancellor of England found no evidence of 
adultery; therefore, the petition of the father was dismissed 
owing to failure of expert witnesses to disprove a pregnancy of 
331 days. 

2. Lockwood vs. Lockwood (Supreme Court, Special Term, 
Queens County, 62 N. Y. S., 910, May 2, 1946). The plaintiff, 
an officer in the Merchant Marine, left Norfolk. Va., for the 
Pacific on April 24, 1944. He did not return until Jan. 4, 1945, 
and the defendant’s child was delivered April 14, 1945. The 
husband adduced no evidence of misconduct by his wife but 
merely petitioned the court for divorce solely on the hypothesis 
that it is impossible that so long a period, 355 days, could inter- 
vene between coition and parturition. Again medical witnesses 
testified that in the light of present day medical knowledge it 
could not be stated that a duration of pregnancy of 355 days 
was impossible. The court accordingly rendered judgment in 
favor of the defendant and dismissed the complaint. 

3. Wood vs. Wood (Divisional Court, England, 1947). The 
parties were married in March, 1945, with the last date of coitus 
on Aug. 8 of the same year. A full-term, living baby was born 
on July 20, 1946. Evidence of infidelity was an inference to be 
drawn from the abnormal length of gestation of 346 days. The 
court held that adultery is a serious allegation, and it requires 
proper proof. Lord Merriman in the Divisional Court stated: 
“I absolutely decline on the information before us in this case, 
to say that we are judicially bound to hold that the period of 
346 days is on the wrong side of any line that can possibly be 
drawn, that we are judicially bound to hold that the wife com- 
mitted adultery, and that the magistrates were wrong in rejecting 
that contention.” 

4. Preston-Jones vs. Preston-Jones (House of Lords, England, 
December, 1949). Litigation involved the paternity of the sec- 
ond child born to the defendant mother on Aug. 13, 1946. The 
husband was absent from the United Kingdom from Aug. 29, 
1945, until Feb. 13, 1946, and petitioned divorce on the grounds 
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of adultery, since the date of last intercourse with the defendant 
would extend the total length of gestation to 360 days. The 
divorce commissioner dismissed the husband’s petition, and the 
Court of Appeals directed two rehearings, before judgment was 
rendered in favor of the husband, granting a divorce. The de- 
cision was not unanimous, for there was one dissenting judge in 
the final verdict by the House of Lords. Lord Simonds in his 
final summary stated: “It is to me repugnant that a court of 
justice should be so little in accord with the common notions of 
mankind that it should require evidence to displace fantastic 
suggestions.” 


When a child is born out of wedlock and the alleged 
father denies paternity, exceptions to the average dura- 
tion of pregnancy are subject to question. Statements 
rélative to menstrual irregularities are not accepted by 
the court, for it is suspected that the mother may pur- 
posely attempt deception. The court assumes that “unless 
it can be satisfactorily explained by competent expert 
medical testimony, a substantial variation from the nor- 
mal duration of pregnancy in an affiliation proceeding is 
an element of suspicion. By denying paternity, the de- 
fendant inferentially claims another man is the father of 
the child. If the court is not satisfied by evidence, prin- 
cipally due to the abnormal pregnancy which it was at- 
tempted to explain away, and denies an order of filiation, 
the result has reached this logic: paternity of another 
man may be consistent with a more reasonable view of 
the pregnancy in question.” 

My study of basal temperatures has suggested the 
maximum duration of human pregnancy to be 285 days 
from ovulation to spontaneous full-term labor. This 
maximum limitation of human pregnancy merits critical 
analysis by other scientific methods for the detection of 
ovulation. Only in this way will it be determined if there 
are pregnancies extending beyond 285 days. 
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It would be assumed from this study that the maximum 
duration of pregnancy from a single intercourse is 285 
days. A recognized maximum limit of pregnancy from 
the last coitus would greatly simplify the medicolegal 
barriers in affiliation proceedings. Decisions establishing 
paternity within a period of 300 days from the last coitus 
are reasonable, but longer periods seem most question- 
able and are conspicuous by the complete absence of any 
supporting data from this study. 


CONCLUSIONS 


1. Oral basal temperatures collected over a period of 
five years included the records of 135 women during the 
month that conception occurred. The approximate date 
of ovulation was determined from the basal temperatures. 


2. The average duration of human pregnancy from 
ovulation to spontaneous onset of labor and delivery of a 
normal, full-term, living baby was 266 to 270 days. The 
maximum was 285 days. 

3. The maximum length of pregnancy as computed 
from the last menstrual period varies widely, for the time 
relation between menstruation and ovulation is not con- 
stant. 

4. There is no evidence to support the alleged pro- 
longation of human pregnancy to 10, 11, or 12 months. 
Pregnancies in the basal temperature series did not ex- 
ceed 285 days, even though the estimated duration from 
menstruation was as long as 349 days. Abnormally long 
gestations, as judged from the last menstrual period, were 
due in all instances to delayed ovulation. 

5. The prevalent concept of postmaturity should be 
revised. 


2799 West Grand Blvd. 


PRISCOLINE*’ IN ACUTE POLIOMYELITIS 


CLINICAL OBSERVATION OF SEVENTY-ONE PATIENTS 


A.C. LaBoccetta, M.D. 


K. E. Dawson, M.D., Philadelphia 


Muscle pain occurs in the majority of, if not all, cases 
of acute anterior poliomyelitis. Pain may occur spon- 
taneously, or it may be elicited by pressure or stretching 
of the muscle. Shortened muscles, purported to be in 
spasm, are usually the most painful. The duration of 
muscle pain in the usual patient with acute anterior 
poliomyelitis is between two and six weeks, although it 
may be as long as six to nine months. The mechanism of 
the pain is not definitely known, and the relationship 
between muscle pain or spasm and the accompanying or 
ensuing paralysis has not been established. It is gener- 
ally accepted that prolonged muscle spasm, particularly 
when associated with muscle shortening, may be harmful 
by deterring recovery or causing permanent changes in 
the affected muscles. Muscle pain and spasm frequently 
occur simultaneously, but it has not been conclusively 
demonstrated which precedes the other. The observa- 
tions of Smith and associates ' indicate that in some 


patients pain and spasm are the result of ischemia from 
angiospasm, which can be relieved by increasing the 
blood supply to the muscle with external heat or vaso- 
dilator drugs. Intravenously administered procaine has 
successfully relieved muscle pain in acute anterior polio- 
myelitis,” but nicotinic acid has failed to do so.’ 
Priscoline® (2-benzyl-2-imidazoline hydrochloride ), a 
sympatholytic drug, has been used by Smith and associ- 
ates * in 73 patients with poliomyelitis with relief of pain 
in all. In another study,* in which 120 patients with 
poliomyelitis received priscoline,* relief of pain, a sense 
of well-being, disappearance of muscle twitching, and 
improvement in skin circulation were obtained. Nausea 
and vomiting were the only untoward reactions re- 


From the Philadelphia Hospital for Contagious Diseases. 
Priscoline® was supplied by Ciba Pharmaceutical Products, Sum- 
mit, N. J. 


Drs. Burton Chance Jr. and Thales Smith and Mrs. Grace Noble 
assisted in this study. 
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ported.* In a more recent study, Smith and associates ° 
obtained beneficial results in 663 patients with acute 
poliomyelitis. 

This paper is a report of our observations in 71 pa- 
tients with acute anterior poliomyelitis treated with pris- 
coline® in the Philadelphia Hospital for Contagious Dis- 
eases in 1950. The patients, who were selected because 
of their marked symptoms of pain and muscle spasm, 
included four with nonparalytic, one with bulbar-spinal- 
encephalitic, one with spinal-encephalitic disease, and 65 
with spinal involvement. Every patient in the study had 
stiffness or tightness of the neck, back, or hamstring 
muscles. Spontaneous muscle pain was present in 45 
patients but could be elicited by manipulation or stretch- 
ing of muscles in 67 of the 71 patients. The distribution 
of the patients according to age groups and the type of 
pain is shown in table 1. 

DOSAGE 


The dosage of priscoline* was regulated according to 
the age of the patient and the response obtained. Ex- 
cept in a few cases, the drug was given routinely every 
four hours. The maximum doses were 100 mg. orally 


TABLE 1.—Distribution of Patients with Acute Poliomyelitis 
Treated with Priscoline® According to Age Groups 
and Type of Pain 


No. of No. of 
Patients Patients 


w wit 
No.of Spontaneous  Elicited 
Age, Yr. Patients Pain 


ain 
26 15 26 


and 75 mg. intramuscularly. Table 2 shows the doses 
employed in our study. Whenever feasible, the drug was 
given intramuscularly initially to permit determination of 
its effectiveness. When the drug was not tolerated, the 
route of its administration was changed. Medication was 
continued until symptoms abated or disappeared. 


RESULTS 


Response to treatment was classified into three 


groups: (a) full effect, (b) partial effect, and (c) no 
effect, according to the relief of muscle pain or spasm 
obtained. Full effect, with complete relief of pain and 
complete or nearly complete relief of muscle spasm, was 
obtained in 19 (26.8% ) of the 71 patients. Partial effect, 
with complete relief of pain without striking relief of 
muscle spasm, was obtained in 26 (36.6%) of the 
patients. No effect was obtained in 26 (36.6% ). 


1. Smith, E.; Rosenblatt, P., and Limauro, A. B.: The Role of- the 
Sympathetic Nervous System in Acute Poliomyelitis: Preliminary Report, 
J. Pediat. 34:1 (Jan.) 1949. 

2. Graubard, D. J.; Robertazzi, R. W., and Peterson, M. C.: Intra- 
venous Procaine: Preliminary Report, New York State J. Med. 47: 2187 
(Oct. 15) 1947. 

3. Smith, E.; Graubard, D. J.; Goldstein, N. P., and Bikoff, W.: 
A New Method in the Management of Acute Anterior Poliomyelitis, 
New York State J. Med. 48: 2608 (Dec. 1) 1948. 

4. Smith, E.; Graubard, D. J., and Rosenblatt, P.: Management of 
Symptom Complex in Acute Poliomyelitis, New York State J. Med. 
49: 2655 (Nov. 15) 1949. 

5. Smith, E., and others: Clinical Management of Acute Poliomyelitis, 
J. A. M. A. 144: 213 (Sept. 16) 1950. 
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Forty-five of the 71 patients treated with priscoline® 
showed a desirable response. Nineteen of this group ob- 
tained complete relief of muscle pain and spasm, and 
26 obtained partial relief. A control group was not used 
in this study, although there were 70 patients treated 
without priscoline® concurrently. The purpose of the 


TABLE 2.—Dosage Schedule of Priscoline® Used in the 
Treatment of Acute Anterior Poliomyelitis 


Dose Range, Mean Dose, 
Meg. Mg. 


Age, Yr. Route 
I. M. 25-50 30 
I. M. 25-50 42 
I. M. 50-75 60 


study was to investigate the ability of this drug to relieve 
the painful symptoms of acute anterior poliomyelitis, 
in search for a substitute for the laborious and time- 
consuming procedure of hot packing. Our results would 
indicate that at least 26.8% of the patients with acute 
poliomyelitis with muscle pain and spasm may be treated 
adequately without hot packs and 36.6% can obtain a 
moderate degree of relief with priscoline” alone. Some 
of the patients in the latter group were further relieved of 
pain and spasm when use of this drug was supplemented 
with hot packs. 
UNTOWARD REACTIONS 

Seventeen (24% ) of the 71 patients had nausea or 
emesis. Nausea and vomiting occurred in 11 (23% ) of 
48 patients who received priscoline® orally and in six 
(12% ) of 50 patients who received it intramuscularly. 
In six patients, two of whom received priscoline® intra- 
muscularly, gastrointestinal symptoms were severe 
enough for treatment to be discontinued. Vomiting oc- 
curred occasionally after the first few doses of priscoline* 
in some patients but did not appear to be related to the 
medication. Marked flushing of the skin occurred in 21 
patients, with an equal distribution between those 
treated orally and intramuscularly. Diaphoresis occurred 


TaBLeE 3.—Results of Treatment of Acute Poliomyelitis with 
Priscoline® According to Age Distribution 


No. of No. of No. of 
Patients Patients Patients Total 
: with Full with Partial Without No. of 
Age, Yr. Effect Effect Effect Patients 

1 2 4 7 
Sa 1 4 1 6 
26 26 71 


in seven patients, chills in six, diarrhea in one, and pal- 
pitation in one. Urticaria occurred in one (1.4%) pa- 
tient of this group and in one patient in a preliminary 
study in 1949. Allergic manifestations occurred in the 
former case in two days and in the latter in 10 days after 
oral administration of priscoline® was begun. The reac- 
tion disappeared after withdrawal of the drug. 


REPORT OF CASES 
Case 1.—C. L., a 6-year-old white girl, was admitted to the 
Philadelphia Hospital for Contagious Diseases on Aug. 28, 1949, 
on the second day of disease, with headache, fever, sore throat, 


Vil 
#195 
Total 71 15 67 
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and pain in the back of the neck. There was stiffness of the back, 
neck, and hamstrings and slight weakness of the sternocleido- 
mastoid muscles. The spinal fluid was normal. On Sept. 2 there 
was marked stiffness of the back. The following day she re- 
ceived priscoline,* 75 mg. orally four times daily. On Sept. 
3 the symptoms had abated, and on Sept. 4, 30 minutes after 
an oral dose of priscoline,® hives appeared all over the body but 
disappeared in eight hours. An intradermal test, on Sept. 5, with 
0.1 cc. of 1/10 saline dilution of priscoline® hydrochloride, pro- 
duced a 2 cm. wheal with pseudopodia and a 4.5 cm. diameter 
area of erythema. Muscle pain and tightness had disappeared by 
this time, and except for physical therapy no further treatment 
was needed. The patient was discharged well on Sept. 9. 

Case 2.—R. S., a 4-year-old white boy, was admitted to the 
Philadelphia Hospital for Contagious Diseases on Sept. 1, 1950, 
with acute poliomyelitis with paralysis of the lower extremities 
and the right shoulder. There was considerable pain in the right 
hip and slight pain in the left hip on admission. The back, neck, 
and hamstring muscles were slightly tight and painful on flexion. 
Oral administration of priscoline,* 75 mg. every four hours, was 
started on Sept. 2, the first dose being followed in three hours by a 
blotchy red rash on the body. There were no other reactions until 
Sept. 11, when hives developed. Only slight relief of muscle 
pain and tightness was obtained. 


COMMENT 

The patients selected for the study had marked pain 
or spasm or both. When response was good, there was 
definite relief of symptoms within 15 to 30 minutes 
when priscoline® was given intramuscularly and slightly 
longer when given orally. The mean oral dose of pris- 
coline® was at least 50% more than the intramuscular 
dose. The dose was individualized for each patient. The 
initial dose in most cases was given intramuscularly; 
it was increased by increments of 12.5 mg. at four-hour 
intervals until there was relief of symptoms or until un- 
toward reactions appeared. Occasionally, untoward re- 
actions disappeared without the return of pain or spasm 
after the dose of priscoline® was decreased. 
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Nausea and emesis developed in 23% of the patients 
who received the drug orally and in 12% who were 
treated intramuscularly. The difference is less than 1.5 
standard errors and therefore not statistically signifi- 
cant. Smith and associates reported vomiting in 525 
(78.7% ) of 667 patients in whom relatively large doses 
were used * but in only 5% of 120 patients in another 
study.* 

It is suggested that the vasodilatation and the allergic 
reactions are the result of a histamine-like action of the 
drug. 

Priscoline® in adequate dosage can effectively relieve 
pain and spasm in some patients with acute anterior 
poliomyelitis, making thermotherapy unnecessary. It 
affords adequate relief of symptoms, making sleep and 
rest possible, and permits more effective physical ther- 
apy. It is a welcome substitute for hot packs, which 
have many disadvantages in the treatment of acute polio- 
myelitis. It is our opinion that patients with acute ante- 
rior poliomyelitis who have muscle pain or spasm should 
be given a trial with priscoline.* Further study with this 
and other vasodilator drugs in the treatment of acute 
poliomyelitis is indicated. 


SUMMARY AND CONCLUSIONS 


Seventy-one patients with acute anterior poliomyelitis 
with muscle pain and spasm were treated with prisco- 
line® (2-benzyl-2-imidazoline hydrochloride). In ade- 
quate dosage it completely relieved pain and spasm in 
27% of the patients and partially in 37%. The drug was 
without benefit in about 37% of the patients. A trial with 
priscoline* for the relief of muscle pain and spasm in 
the treatment of patients with acute poliomyelitis is 
justified. 


HOME CARE FOR THE NEEDY AND MEDICALLY NEEDY 


Franz Goldmann, M.D., Boston 


Care of the sick in their own home (home care) has 
been, and will continue to be, an essential component of 
adequate medical care in the widest sense of the term. 
It was the method of choice for the well-to-do and the 
lesser evil for persons with limited means in early times, 
when institutions for the sick were at best glorified 
boarding houses with medical attendance thrown in for 
good measure and at worst places of horror. Home care 
was largely ignored in the period in which scientific 
medicine made vast strides, hospitalization became safe; 
professional services and, especially, specialist services as 
well as technical procedures for diagnosis and treatment 
were increasingly concentrated in hospitals; urbanization 
brought with it an apartment civilization; and payment 
plans for medical care were limited to the cost of catas- 
trophic illness requiring hospitalization. At present, 
home care is again becoming respectable, if not fashion- 
able. In the future, it is likely to receive growing atten- 
tion, as advances in scientific medicine, particularly the 
development of antibiotics and chemotherapeutics, widen 
the field of activity of general physicians, housing con- 
ditions improve for large groups in the population, the 


mounting cost of medical care forces communities to 
reexamine the organization of services for the sick, and 
the need for better care of home-bound patients, par- 
ticularly those with prolonged illness, is realized. 
Home care should be made an integral part of any 
program of medical care, regardless of auspices or 
groups covered. Such a statement is easy to make but 
difficult to translate into a practical and workable plan. 
The problems are especially intricate if a program of 
home care is intended solely for the needy (recipients of 
public assistance) and the medically needy (persons able 
to maintain themselves but unable to pay for all the 
medical care needed), whose socioeconomic and health 
conditions compare unfavorably with those of persons 
in higher income groups. Yet the obstacles can be sur- 
mounted. The guiding principle of sound action can be 
stated in a single sentence: To be useful, home care 
must be organized methodically within a given geo- 


Associate Professor of Medical Care, Harvard University School of 
Public Health. 


Adapted from a paper presented before the New England Hospital 
, March 27, 1951. 
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graphic area and be provided on the basis of strict 
requirements assuring qualitative and quantitative ade- 
quacy. 

PREREQUISITES 

As a general rule home care should be furnished by an 
organized program only if the physical environment is 
suitable, the psychological attitudes of both patient and 
family are favorable, the clinical condition of the sick 
makes this type of care necessary and feasible, and the 
service as a whole is properly organized and supervised. 
Strict observance of these requirements is essential. 
Nothing would be more deleterious than to provide home 
care indiscriminately or regard it merely as a cheap sub- 
stitute for hospital or institutional care. 

These prerequisites call for a few comments. The 
importance of an appropriate physical environment 
seems to be self-evident, but the evaluation of a given 
situation is anything but easy. Not only the degree to 
which fundamental physiological needs can be met but 
also the degree of physical disability of the patient, his 
mental capacity and temperament, the adjustment of the 
family to the patient’s illness, and the possibility of pre- 
venting accidents—a great danger to shut-ins—must be 
weighed in determining the chances of success. More- 
over, there is an entirely different point deserving con- 
sideration. A little apartment on the sixth floor of a 
walk-up, although not necessarily a seventh heaven for 
the tenant, may well offer opportunity for the care of the 
sick in his usual environment, but the physical strength 
and time of physicians, nurses, and others will be taxed 
if as many as 10 such patients must be seen on the same 
day—a rather common experience in large cities. It is 
therefore imperative to carefully appraise each situation, 
with consideration of all the factors involved. 

The principle of individualizing also must be strictly 
observed in deciding on the suitability of home care for 
a patient with a given clinical condition. In general, the 
type of disease is less important than the degree of dis- 
ability and the patient’s adjustment to his illness. Com- 
municable diseases as well as noninfectious diseases can 
be treated in the patient's home, provided that elementary 
requirements are met. As ample experience has shown, 
four categories of health conditions stand out as lending 
themselves to home care: minor acute illness, prolonged 
illness, convalescence from acute illness or from exacer- 
bation of prolonged illness after discharge from the hos- 
pital, and minor intercurrent illness during pregnancy 
and in the postnatal period. Numerically and propor- 
tionately, patients with prolonged illness are likely to 
be by far the largest single group of those who badly 
need and resolutely demand home care, and many of 
them receive or will receive public assistance. 

The generic term “home care” merely denotes the 
place where care is given. It requires clear definition of 
the specific services covered. An adequate program of 
home care should include the services of general physi- 
cians and specialists, dentists, pharmacists, social work- 
ers, professional nurses and practical nurses, home- 
makers and housekeeping aides, physical therapists, 
occupational therapists, nutritionists, and other persons 
possessing specialized training and skills. It should pro- 
vide for prescribed drugs, biologicals, dressings, and 
appliances of various types. Ordinarily only some of 
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these services will be needed by the same patient, al- 
though occasionally most, if not all, will be required for 
a certain period of time. 

Need and feasibility of home care should always be 
determined by the physician in cooperation with the 
visiting nurse and the social worker. The physician 
should decide on the medical indication and the type or 
types of service required, supervise the progress of the 
case, and be responsible for the adequacy of home care 
in general. The professional nurse should determine the 
services to be performed by practical nurses and at- 
tendants and supervise their work. The social worker 
should evaluate the attitudes of the patient and his fam- 
ily and help assure environmental as well as psychologi- 
cal conditions conducive to effective home care. 

Inclusiveness of provisions and teamwork in rendering 
care must be emphasized if home care is to be adequate 
in quality and quantity and not merely a succession of 
thinly spread and haphazard services. In addition, ar- 
rangements must be made for 24-hour emergency service 
and for readily available ambulance service. 


ADVANTAGES 


As establishment of a satisfactory program of home 
care involves the organization of a large number and 
variety of personal services, the question as to whether 
the potential advantages justify its wider development in 
urban and rural areas is warranted. The experience 
gained in this country as well as abroad indicates that 
many benefits can be derived from a well-organized and 
judiciously administered system of home care. 

First of all, home care can meet the medical needs 
of those bedridden or home-bound sick and disabled per- 
sons, including women with intercurrent illness in the 
antenatal and postnatal periods, who require attendance 
by professional and auxiliary personnel but do not need 
hospitalization or institutional care at all or do not need 
it any longer. It permits them to stay in, or return early 
to, their usual environment, close to families and friends, 
and thereby serves psychological needs as well. 

How large a percentage of a given population may be 
effectively cared for in the home is almost impossible 
to estimate, owing to the vast differences in age distribu- 
tion, housing conditions, economic conditions, and inci- 
dence and prevalence of illness in various communities. 
However, some clues are furnished by the experience 
in long-established programs offering fairly compre- 
hensive service under organized payment plans. 

The average annual number of home calls by physi- 
cians ranges from 0.1 to more than 1.5 per eligible per- 
son under certain programs designed for self-supporting 
persons and from 0.3 to 1.3 under some programs for 
recipients of general assistance. It is in the neighborhood 
of 2.5 per person receiving old-age assistance. The pro- 
portion of home calls by physicians to all calls by physi- 
cians ranges from a tiny fraction to about one-fourth 
under programs for self-supporting persons and from 
approximately one-fifth to one-fourth under programs for 
recipients of public assistance, depending primarily on 
the emphasis placed on this type of care. The higher 
figures observed in the past probably come fairly close 
to the average to be expected in the future for the gen- 
eral population. They are likely to be exceeded under 
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programs confined to selected economic or age groups, 
such as the needy or the “senior citizens,” especially if 
truly adequate provisions are made for the home care 
of persons with prolonged illness. In regard to the aver- 
age number of nurse visits and hours per eligible person 
and the frequency of other types of service, such as visits 
and interviews by social workers, visits by physical thera- 
pists, and hours of housekeeping service, only guesses 
can be ventured, as the data at present available do not 
lend themselves to definite conclusions. At the risk of 
laboring the obvious, it must be stated that the need for 
good, effective, and economical service to the home- 
bound sick—and not only to patients discharged from 
hospitals—is the overriding consideration that ought to 
prompt action in this field. 

Fortunaiely, home care is also advantageous to the 
hospital and the community. It serves to reduce the de- 
mand for expensive services and, especially, to decrease 
the number of hospital admissions, recurring admissions 
of the same patient, and days of care in hospitals and 
related institutions. Time and again thoughtful observers 
have noted that many patients must be hospitalized, 
readmitted, or kept in the hospital for long periods of 
time not because of their clinical condition but because 
of poor housing in general and crowding in particular, 
lack of family members or other persons able to devote 
some time to the care of the patient in his own home, 
lack of financial resources, or the absence of other 
equally effective and less costly health services. The 
sharp rise in the operating cost of hospitals meeting mod- 
ern standards makes it imperative to observe strict indi- 
cations for their optimum use, to apply the principle of 
differentiation of facilities and services according to the 
specific requirements of various patients much more 
extensively than in the past, and to develop diversified 
supplementary services less expensive to maintain than 
hospitals deserving the name. Obviously, a home care 
program can benefit the community because it frees beds 
for functions that cannot be done elsewhere and affords 
savings in capital expenditures for construction of addi- 
tional hospital beds in communities not possessing a rea- 
sonable number of beds per population. Moreover, it 
serves to reveal persons in the family who need diagnostic 
or treatment services and to apply preventive measures to 
all members of the family or household. 

Finally, home care offers unique opportunities for 
research in the socioeconomic and psychological factors 
bearing on health and sickness and for education of 
members of the health and related professions in socio- 
economic and psychological factors bearing on health 
and sickness as well as in management of “ordinary” 
diseases outside the artificial environment of the hospital. 
Realization of the value of home care to professional 
education led to the establishment of noteworthy pio- 
neering programs by some medical schools, such as those 
at Boston University and Tufts College; it is certain to 
stimulate the development of similar provisions in com- 
munities possessing teaching hospitals. 


COST 

Many authors claim that the cost of home care con- 
stitutes only a small fraction of that of hospital care. 
Whether the figures offered in support of such assertions 
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permit generalizations is open to serious doubt. A sci- 
entific comparison of the cost of these two types of care 
must weigh and balance all the numerous factors in- 
volved. 

A home-bound patient may require only a few types of 
service in a small amount, say, one visit a week by a 
physician and two or three visits a week by a profes- 
sional nurse for several weeks. He may month after 
month need a great variety and large number of serv- 
ices, such as those of physicians, professional nurses, 
practical nurses, social workers, physical therapists. 
homemakers, and housekeeping aides and, in addition, 
require laboratory tests, sick-room equipment, drugs, 
dressings, and appliances. Obviously, the number of the 
various types of service, the number of specific services, 
and the hours required for nursing and homemaking and 
housekeeping service, will profoundly affect the aver- 
age daily cost of home care. The method and rate of 
payment to those rendering service play a role that must 
not be underrated. The cost of income maintenance of 
the needy through public assistance must be taken into 
account in estimating savings to taxpayers. Last but not 
least, reduction in the average length of stay in hospitals 
by early discharge of patients to a home care program 
does not spell savings in operating cost of hospitals, as 
the average cost of the patient-day tends to increase with 
decrease in the average length of stay. 

The facts known at present support the statement that 
home care affords considerable financial advantages to 
self-supporting persons, to voluntary and public agencies 
providing for such service under organized programs of 
medical care, and to taxpayers paying the bill for the 
care of recipients of public assistance. The extent of 
savings for individuals, agencies, and the community as 
a whole varies greatly. Further study of the matter of cost 
is urgently needed. 


SERVICE ORGANIZATION 


In the past, several methods have been employed to 
make the services of professional and auxiliary personnel 
readily available to the home-bound sick and to com- 
pensate those rendering service. Some have stood the test 
of time, and some have proved unsatisfactory but con- 
tinue to be used for a variety of reasons. The lessons 
learned during the last decades, often through trial and 
error, permit the formulation of broad principles for the 
initiation of a service organization designed for the needy 
and medically needy. 

The provision of direct service under the home care 
program should be decentralized. The service organiza- 
tion should be based on “service districts” to be created 
within the community. Wherever possible the service 
districts should be developed around hospitals or un- 
attached clinics, with due consideration to the present 
geographic distribution of needy and medically needy 
persons, the future need for home care, and the proximity 
of the patients’ homes to hospitals or unattached clinics. 
Participation in the program should be open to any duly 
licensed member of a health profession in private prac- 
tice, any approved hospital possessing an out-patient 
department, any approved clinic operating independently 
of a hospital, and any approved nonprofit agency pro- 
viding for the services of visiting nurses, homemakers 
and housekeeping aides, or similar groups. 
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The emphasis should be placed on close coordination 
of the services of professional persons in private practice 
and of full-time personnel on the staffs of hospitals, out- 
patient departments, unattached clinics, and community 
agencies. This will serve to make the services of family 
physicians readily available to the needy and medically 
needy and to help private practitioners of medicine ob- 
tain consultant service, special diagnostic tests, special 
therapeutic procedures, and the services of other pro- 
fessional and auxiliary personnel as needed. The hos- 
pitals should consider the establishment of “general prac- 
tice clinics” in their out-patient departments in order to 
facilitate continuity of care of the sick in various stages 
‘of illness and to give general physicians in private prac- 
tice an opportunity to work closely with specialists. Col- 
lective agreements pertaining to the service organization 
should be made between all groups concerned, e. g., 
public agencies, nonprofit voluntary community agencies, 
hospitals and clinics, and professional associations. 

The persons accepted for home care should be free 
to choose their own general physician from among those 
participating in the program, to have their prescriptions 
filled at any of the cooperating pharmacies, and to ob- 
tain prescribed appliances from any of the cooperating 
suppliers. Ordinarily, the services of specialists and of 
dentists should be available only on request of the attend- 
ing physician. 

PAYMENT ORGANIZATION 

The cost of home care for persons receiving public 
assistance is a legal responsibility of the public agencies 
administering the various types of assistance programs. 
In order to simplify the administration of the home care 
program, payment for pertinent services should be made 
directly to the persons, agencies, or institutions furnish- 
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ing service, instead of paying cash to the persons receiv- 
ing care. Agreements providing for such a policy should 
be concluded with all public agencies, including those 
administering the four special assistance programs regu- 
lated by the Social Security Act and those responsible 
for general assistance regulated by local statutes. 

The cost of home care of medically needy persons 
should be borne jointly by public agencies and the re- 
cipients or jointly by nonprofit voluntary agencies and 
the patients, the latter to pay a share compatible with 
family income and obligations. The cost of direct service 
to the patient should be segregated from the cost of 
provisions for professional education and research. Spe- 
cial funds should be allotted for the financing of pro- 
fessional education and research. 


CONCLUSION 


The broad principles of action discussed here—an 
outgrowth of many deliberations of a special committee 
of the Health, Hospitals, and Medical Care Division of 
United Community Services, Boston—require amplifica- 
tion and consideration of the many administrative details 
involved, before the plan can be put into effect. Unques- 
tionably, many benefits can be derived from a well- 
organized and judiciously administered system of home 
care, whether it is designed for recipients of public assist- 
ance or self-supporting persons or both. The success of 
any program providing for the care of the patient in his 
own home will largely depend on three factors: methodi- 
cal organization of all professional and auxiliary services 
necessary to meet the requirements of the patient, sys- 
tematic organization of payment for the various services, 
and, most important, discriminating use of the program 
in the best interest of the sick. 


GASTRIC 


POLYPS 


Harry Yarnis, M.D., Richard H. Marshak, M.D., New York, 


A.1. Friedman, M.D., Hackensack, N. J. 


The term polyp has been used to describe any pe- 
dunculated or sessile growth arising from the mucosa 
and projecting into a lumen. This term is not specific, 
since it includes neoplasms, hyperplasias, and even 
edematous formations such as nasal polyps. The name 
polyp should be applied to epithelial projections, while 
the proper term for the benign polyp in the gastrointes- 
tinal tract should be adenoma. The adenoma is a benign 
proliferative tumor, and the term does not include polyps 
developing from a gastritis that is due to hyperplasia. 
The latter are inflammatory lesions, so-called pseudo- 
polyps, and are not the concern of this paper. 

The first gastric polyp was described in the 16th cen- 
tury. Morgagni ' added more specific information to the 


Cases 1, 2, and § are included by permission of Drs. John H. Garlock, 
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Read before the Section on Gastro-Enterology & Proctology at the 
One-Hundredth Annual Session of the American Medical Association, 
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general description, and Menétrier* in 1888 wrote a 
classic paper on the subject. He believed that they de- 
velop from the mucosa by a circumscribed hypertrophy, 
and indeed most early investigators believed that polyps 
were a result of chronic gastritis. Meulengracht* de- 
scribed histological evidence to support this view. Verse * 
reported cases in which polyps first developed on a base 
of chronic gastritis and eventually degenerated into car- 
cinoma. Much of the work done on the genesis of epi- 
thelial tumors has been stimulated by Konjetzny.® He 
based his work on the irritation theory of Virchow that 
gastric carcinoma does not develop in normal gastric 
tissue. Konjetzny concluded that both benign and the 
malignant epithelial neoplasms are produced on the soil 
of a chronic atrophic, atrophic-hypertrophic, or hyper- 
plastic gastritis, but he emphasized the regenerative 
rather than the inflammatory changes in the epithelium 
as the cause of their development. However, almost all of 
these descriptions in the literature coincide with that of 
the pseudopolyp arising on a base of so-called hyper- 
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trophic gastritis and presenting the picture of inflam- 
matory polypoid masses. In this condition the rugae are 
enlarged and swollen with beaded surfaces that appear 
congested and may exhibit ulcerations. The ulcerated 
areas become the seat of inflammatory hyperplasia and 
form the pseudopolyps. The pseudopolyps are not sharply 
defined but blend with the surrounding mucosa and, when 
subjected to active peristalsis, may even develop a 
pedicle; they are not adenomas. The first antemortem 
diagnosis of a polyp was made in 1919, when Wegele 
discovered a piece of tissue attached to the end of a 
stomach tube. This was later identified as a gastric polyp. 
In 1922 Schindter first saw a polyp through the rigid 
gastroscope. 
INCIDENCE 


Two groups of cases are reported here. In the first 
group 73 polypoid adenomas were diagnosed in vivo by 
gastroscopy, X-ray examination, or both, and the patients 
were followed from 3 months to 12 years. In the second 
group 30 adenomas were found in 8,735 routine autop- 
sies. There were 40 males and 33 females among the 
patients with adenomas found in vivo. All the patients 
with adenomas were distributed by age groups as follows: 


Ages In Vivo Autopsy 
1 0 
dees 3 0 
TIT TT TTT TTT TTT Te 0 2 


Of the 73 adenomas found in vivo, 42 were found in 
more than 2,500 gastroscopies, an incidence of 1.6%. 
These figures are comparable to those previously re- 
ported.° The statistics on the general incidence of polyps, 
however, vary considerably from clinic to clinic. The 
general incidence is based upon autopsy findings, while 
the specific incidence is based on gastrointestinal radio- 
logic examination or gastroscopy and varies according to 
the indication for investigation, the age group, and the 
skill of the examiner. The general incidence ranges from 
0.25% found by Spriggs and Marxer ‘ in 4,400 autopsies 
to 0.7% discovered in a study of 7,000 postmortem in- 
vestigations by Lawrence.* In our series of 8,735 autop- 
sies the incidence was 0.3%, which approaches the low- 
est figure found by other investigators (table). In this 
group there were 17 women and 13 men, which is a slight 


Incidence of Adenomas Found at Autopsy by 
Various Investigators 


No. of No.of Incidence, 

Date Investigator Autopsies Adenomas % 

1931 pad 12,800 56 0.4 

1935 7,000 50 0.7 
1936 Rigler and Ericksen '°.......... 6,242 49 0.8 
1941 Spriggs and Marxer’........... 4,400 ll 0.25 
1951 Yarnis, Marshak and Friedman 8,735 30 0.29 


reversal of the previous sex ratio. Most patients were in 
the seventh decade. Single polyps were found in 22 pa- 
tients, and multiple polyps in 8. Adenomas were also 
found in the colon in six patients, or 20%, which is 
approximately the normal incidence in these age groups. 
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CLINICAL FINDINGS 

While the symptomatology of gastric adenoma is not 
characteristic, bleeding and abdominal pain are the most 
prominent and significant complaints. Epigastric distress 
is difficult to evaluate, especially in association with small 
tumors; this complaint may be due to anacidity and a 
sequel to atrophy of the mucosa rather than to the ade- 
noma per se. Bleeding may be minimal, with occult blood 
in the stool, or massive, with hematemesis and melena. 
Hemorrhage was commoner with the larger pedunculated 
adenomas than with the smaller sessile variety, but any 
adenoma, whatever the size, may ulcerate or bleed pro- 
fusely. One patient gave a history of bleeding and tarry 
stools for two years. Her last episode of bleeding had 
necessitated five transfusions. At the time of exploration 
two adenomas, each | cm. in diameter, were found in 
the pyloric antrum. Several patients had bouts of vomit- 
ing caused by an adenoma that entered the antrum and 
obstructed the pylorus. One man, aged 72, suffered inter- 
mittent duodenal obstruction caused by gastroduodenal 
intussusception of a bilobed adenoma. The number of 
patients with various symptoms were as follows: 


An 24 
12 
14 


Gastric acidity determinations were available for 55 
patients. Of these, achlorhydria was found in 50 or 91%; 
histamine anacidity was found in 25 or 45%, while nor- 
mal acidity was present in 5 or 9%. Hyperacidity was 
present in none. These results agree with those previously 
reported. Cromer and associates '* from the Mayo Clinic 
reported that 85% of 95 patients with gastric adenomas 
had achlorhydria. Compared with mean acidity for this 
age, this was 66% higher than the normal incidence of 
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gastric acidity for the age group. Achlorhydria is the most 
consistent laboratory finding associated with gastric ade- 
noma and appears to be related to the presence of 
atrophic mucosa. In our series an atrophic mucous mem- 
brane was present in 38 of the 42 patients examined by 
gastroscopy. A normal mucosa wasseenin the remainder. 


' Fig. 1.—Gastroscopic view of solitary prepyloric adenoma and advanced 
atrophy of mucosa associated with pernicious anemia. 


The association of pernicious anemia and gastric ade- 
nomas has been recognized clinically for a long time. 
Brown '* reported an incidence of 8% of benign gastric 
tumors in patients with pernicious anemia. In the same 
series benign tumors were found at only 0.003% of 
18,200 routine autopsies. In a similar study Rigler and 
co-workers '* found benign tumors associated with this 
form of anemia in 7%. Other authors '* have reported a 
similar high incidence of gastric adenoma in both treated 
and untreated patients with pernicious anemia. Our series 
is consistent in this regard in that pernicious anemia was 
identified in six cases, or 8% of the group (tig. 1). 

Ten patients had associated cholecystitis, cholelithi- 
asis, or both. Hepatomegaly appeared to be commoner 
than usual, but more careful analysis of the cases indi- 
cated that associated pathology was responsible in at 
least six of the nine cases in which it was found. An inde- 
pendent unrelated malignant growth was present in seven 
patients, in the stomach of two and in other parts of the 
gastrointestinal canal of five. The patient in the following 
case had multiple adenomas and a benign gastric ulcer 
associated with an atrophic gastric mucosa. 

Case 1.—A 57-year-old man had epigastric pain, occasional 
nausea and vomiting, and associated hypertension for seven 
years. A barium meal examination revealed a defect 5 cm. in 
diameter on the posterior wall of the lesser curvature that was 
diagnosed as a gastric ulcer. Gastroscopically an ulcer 3 cm. 
in diameter on the posterior wall high up in the cardia was seen. 
It had a clean base with smooth margins and was considered 
benign. Lower down near the greater curvature, opposite the 
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reentrant angle, were three polyps measuring 0.5 cm. in size, 
smooth, pale red in color, and obviously benign. Laboratory 
report showed 16 units of fasting free acid and a negative re- 
action to a guaiac stool test. An exploratory operation revealed 
a gastric ulcer with smooth, regular edges, which was consid- 
ered to be benign. The adenomatous area of the stomach was 
removed in the subtotal gastrectomy, while the ulcer was left 
behind following the technique of the Madlaner procedure. The 
pathological report described multiple benign adenomas of the 
stomach. Repeat barium meal examination one year later did 
not reveal any evidence of the gastric ulcer. 


The following case history demonstrates the presence 
of multiple benign adenomas without specific symptoms 
or signs. 


Case 2.—A 58-year-old man seen in December, 1950, had 
complained of fatigue and diarrhea of three to four stools per day 
for two weeks. The past history, results of physical examination, 
and laboratory findings were noncontributory. A barium meal 
examination done elsewhere showed multiple polypoid filling de- 
fects in the corpus (fig. 2). Gastroscopy revealed numerous (20 
to 30) polyps varying from 2 to 8 mm. in size situated in the 
upper half of the stomach on both the anterior and posterior 
walls. Some were sessile and others pedunculated. Superficial 
ulceration was present in several of the larger tumors, but their 
general appearance was that of benign adenomas. However, 
the possibility of carcinomatous degeneration could not be com- 
pletely excluded. The entire gastric mucosa appeared smooth and 
pale red. The rugae were normal (fig. 3). A subtotal gastrectomy 
was performed. Pathological examination revealed multiple 
adenomatous polyps on both the anterior and posterior walls of 
the stomach, with slight superficial erosions or hemorrhage. The 
adenomas were freely movable. 


This case history illustrates the marked anemia that 


may occur as a result of hemorrhage from a huge 
pedunculated adenoma. 


he 
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Fig. 2 (case 2).—Roentgenogram showing multiple, smooth, round, filling 
defects from 0.5 to 1 cm. in diameter in the upper half of the stomach. 


Case 3.—A 70-year-old woman seen on Sept. 20, 1949, com- 
plained of epigastric distress of two years’ duration. One year 
previously a cholecystectomy for cholelithiasis had been per- 
formed. She was improved for nine months, when her upper 
abdominal distress returned, accompanied by flatulence and as- 
sociated with progressive weakness and anemia. In one month 
she received four transfusions. Physical examination was non- 


19 


~ 


a 
= 4 pe 4 
o 
\ 
\ 
| 


Vol. 148, No. 13 


contributory except for blood pressure of 204/80. Laboratory 
examination showed histamine anacidity; 4+ reaction to a guaiac 
stool test; a hemoglobin level of 10 gm. per 100 cc.; 2,000,000 
red blood cells; and 5,850 white blood cells. Barium meal exami- 
nation revealed a smooth, filling defect measuring 7 cm. in 
diameter and occupying the upper third of the stomach. Streaks 
of barium within the mass suggested lobulation (fig. 4). Gas- 
troscopy disclosed a polypoid tumor the size of a lemon on the 
posterior wall of the fundus. The mass appeared bilobular, and 
the mucosa over the surface was red and mildly pitted but intact. 
There were several smaller sessile polyps in the fundus nearby, 
measuring 3 to 6 mm. in diameter. All were covered by intact, 
smooth mucous membrane. The gastric mucosa was atrophic, 
with diffuse grayish areas where branching blood vessels were 
visible; the rugae were thin (fig. 5). An abdominal exploratory 
operation and a subtotal gastrectomy were performed. Patho- 
logical examination confirmed the gastroscopic findings and re- 
vealed the presence of benign adenomatous polyps. The patient 
recently died of a myocardial infarct. 


This patient had multiple adenomas of the stomach, 
all of which were not removed at the time of operation in 
1942. He has been followed since then. 

Case 4.—N. K., a 56-year-old housepainter, was first seen in 


January, 1942, with a chief complaint of intense burning epigas- 
tric pain of six weeks’ duration unrelieved by food or alkalies. 


a 


Fig. 3 (case 2).—Multiple adenomas between rugal folds, as revealed by 
gastroscopy. Three of the adenomas show superficial ulceration. 


Physical examination revealed some epigastric resistance and 
tenderness. Results of laboratory examination and electrocardi- 
ography were noncontributory. A Rehfuss test meal revealed no 
free hydrochloric acid, and blood was present in all specimens. 
A barium meal examination revealed several smooth filling de- 
fects about 1 cm. in diameter along the greater curvature of the 
stomach near the antrum. The report of a gastroscopic examina- 
tion stated that on the greater curvature aspect of the antrum 
opposite the angularis there were five sessile polyps, about 3 
mm. in diameter, covered by normal mucosa. Peristalsis passed 
readily through this area. In the region of the reentrant angle 
there were two additional polyps, slightly larger. The surface 
of the tip of one of the latter polyps was grayish in color, sug- 
gesting malignant degeneration. The mucosa appeared smooth 
and orange-red in color. In the corpus the rugae were thickened 
and prominent. The impression was polyposis of the antrum, 
with the possibility of malignant degeneration. Exploratory ab- 
dominal operation was done, and a subtotal gastrectomy per- 
formed. The pathological diagnosis was multiple adenomatous 
polyps of the stomach, with no evidence of malignancy. In 
March, 1942, this patient was again seen, still complaining of 
weakness and occasional epigastric discomfort. Gastroscopic ex- 
amination revealed a yellowish-red sessile adenoma 3 mm. in 
diameter 1 in. (2.5 cm.) proximal to the stoma on the greater 
curvature aspect. There was no abnormality in the remainder 
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of the stomach. In April, 1944, another gastroscopic examina- 
tion disclosed two small sessile adenomas on the anterior mar- 
gin of the stoma near the greater curvature. One of these was 
yellow in color; the mucosa of both was smooth and intact. 
This man had repeated gastroscopic examinations in 1946, 1947, 
1949, and 1950, with no change observed in the appearance of 


Fig. 4 (case 3).—Roentgcnogram showing large, fairly smooth defect, 
7 cm. long, in the upper third of the stomach. Streaks of barium can be 
seen in the mass, indicating lobulation. 


the two residual! adenomas. His general condition is good; his 
weight is stationary, and he has no complaints referable to the 
gastrointestinal tract. 


i | 


Fig. 5 (case 3).—Large adenoma with minimal pitting of the surface, 
as revealed by gastroscopy. The adenoma is attached by a broad-based 
pedicle to atrophic mucosa. 


Multiple adenomas were found in 37 and single ade- 
nomas in 36 patients. All patients with more than one 
adenoma were included in the multiple group. Most of 
the adenomas that we have seen were pea-sized, approxi- 
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mately 0.5 cm. in diameter, and were usually round, but 
the filiform type was not uncommon. They were most 
commonly distributed over the lower third of the 
stomach. 

ROENTGENOLOGIC FINDINGS 

Roentgenologically adenomas are visualized as 
rounded, smooth, translucent filling defects that may pro- 
duce a widening and displacement of the normal rugal 
folds. There is no interruption of the gastric contour or 
peristalsis. Surface irregularity of the adenoma is not 
revealed by x-ray or gastroscopic examination, and 
ulceration is very rarely demonstrated. However, sharp 
relief views of the tumor are obtained because of the dry 
atrophic mucosa that is usually present. Sessile tumors 
are encountered along the contours; pedunculated ade- 
nomas are not infrequently found as central gastric de- 
fects. The latter are freely movable, and when large and 
in the antrum may produce a ball-and-valve effect to 
obstruct the pylorus. As a rule the pedicles are short, but 
as the tumor grows the stalk elongates. The pedicle 
should be distinguished from a rugal fold lying in the 
wake of the adenoma, as the latter exerts traction on the 
gastric mucosa. At the same time, adenomas that are less 
than 0.5 cm. in diameter may be difficult to differentiate 
from rugal folds, especially when the folds are seen on 
end. Lesions on the greater curvature may be overlooked 
oftener, because here the rugal folds appear much 
thicker. Also, if excessive secretions are present, identi- 
fication of adenomas may be difficult. Air bubb!es or 
particles of food may be a source of confusion. Air 
bubbles move along with a peristaltic wave, tend to 
coalesce, and are widely dispersed by palpation. A for- 
eign body may be confused with an adenoma; in these 
instances discovery of a stenotic lesion distal to the sup- 
posed tumor will emphasize the possibility of a foreign 
body. 

Occasionally the body of a tumor prolapses into the 
duodenum as a result of active peristalsis. Rarely, an 
adenoma may produce an intussusception of the stomach 
into the first or second portions of the duodenum by 
traction on the mucosa. On the other hand, large pro- 
lapsing folds from the antrum into the duodenum may 
simulate polyps. The mushroom shape of these folds in 
the duodenum and their variability on repeated exami- 
nation will identify prolapsed mucosa. In hypertrophic 
gastritis the gastric walls are stiffer and less pliable than 
normal. The large rugae may simulate polyps or diffuse 
polyposis. Examination of the mucosal pattern with com- 
pression usually will clarify the picture in these instances. 
We have not found the various methods of introducing 
air into the stomach advocated by Ruzicka and Rigler,'” 
Wasch and Epstein,'’ and Pirkey '* for identifying ade- 
nomas superior to the compression technique. We usually 
employ small amounts of barium for mucosal relief 
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studies in the search for adenomas, but occasionally the 
tumor will be shown more clearly in a barium-filled 
stomach. It is important to use gentle compression be- 
cause too much pressure will obliterate the outline of a 
soft polyp. Rarely, the contour of a soft polyp will change 
under varying degrees of compression. When the patient 
is muscular or obese, the adenoma may be found more 
easily by making roentgenograms with the patient in the 
supine position with the left side elevated, thus affording 
an air contrast study. 


GASTROSCOPIC FINDINGS 

As seen with a gastroscope, the adenoma is a discrete, 
sharply demarcated tumor covered by a smooth intact 
mucosa; the tumor is usually sessile but may be broad- 
based or pedunculated. Occasionally the surface may be 
granular or even mildly pitted like a strawberry. The 
color of the adenoma is usually orange-red, but variations 
in its intensity may occur. Frequently the adenoma ap- 
pears cherry-red. This may be more apparent than real 
because it is in contrast with the grayish hue of the 
atrophic mucous membrane of the surrounding area. Oc- 
casionally hemorrhages on the surface will produce a 
characteristic burgundy color. When the tumor appears 
orange-red in color, there is no difficulty in diagnosis. 
Changes in color may be difficult to evaluate. When there 
is a slight grayish discoloration at the tip, it may be im- 
possible to state that the lesion is benign or malignant, 
despite its smooth surface. However, if the surface is 
mottled with gray or grayish white streaks, it is very 
likely that the lesion is a carcinoma. 

Occasionally ulceration or central umbilication may 
be present. Ulceration occurs oftener in large peduncu- 
lated tumors in the antrum, where trauma and perhaps 
peptic acid during digestion causes superficial ulceration. 
Near the cardia, too, adenomas tend to be ulcerated be- 
cause of trauma from ingested food. While superficial 
ulceration per se is compatible with a benign adenoma, 
deeper and more pronounced ulcerations are more diffi- 
cult to evaluate. In our series there were seven cases in 
which malignant degeneration was suspected because 
ulceration was present. However, no evidence of malig- 
nancy was found after operation. Pseudopolyps are not 
infrequently found in patients with hypertrophic gas- 
tritis,; we have had three such cases, which are not in- 
cluded in this series. We have not seen a true adenoma 
associated with hypertrophic gastritis. 


MALIGNANT DEGENERATION 

The belief that malignant degeneration develops in 
gastric adenoma has long been held. However, there is a 
wide variation in the incidence of carcinomatous degen- 
eration in these tumors. Brunn and Pearl '* report malig- 
nant degeneration in these tumors in 51% of 41 cases. 
Lawrence found malignant lesions in 3 out of 50 cases, 
or 6%, but he included concomitant gastric malignant 
lesions to raise the actual percentage to 18%. Other 
authors include accompanying gastric malignant lesions 
to increase the actual frequency of carcinoma. Properly 
there should be no statistical relationship unless the ade- 
noma itself shows malignant degeneration. On the other 
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hand Carey and Hay *° in an excellent article declare that 
there is no direct relationship between the development 
of carcinoma and the benign gastric adenoma and there- 
fore their incidence was reported as zero. These authors 
have followed 20 patients with single benign adenomas 
for from one to nine years, and 10 patients with multiple 
benign adenomas for one to seven years without develop- 
ment of carcinoma. They have not been able to demon- 
strate a transition from a benign to a malignant adenoma. 
Klein and Geller *' recently described a case of multiple 
gastric polyps associated with hypertrophic gastritis. Two 
years after the initial gastroscopic observation a carci- 
noma developed at the site of one of the polyps. Other 
gastroscopists °° have identified and reported malignant 
changes in adenomas, with an incidence ranging from 10 
to 20%.** 

The question of whether malignant degeneration oc- 
curs in gastric adenomas is difficult and controversial. 
The different standards for pathological diagnosis un- 
doubtedly account for the variation in statistics. It is 
important that criteria for malignancy be very specific. 
Grossly the benign adenoma is soft and distinct. When 
noduiar masses are palpable within its substance, it is 
likely to be malignant. Microscopically the adenoma 
possesses an orderly arrangement of cuboid epithelial 
cells lining the gland spaces in a regular fashion. Occa- 
sionally the gland formation is elongated and high'y con- 
voluted, with irregular tubules. The lining epithelium 
may contain many goblet cells that, when piled up, may 
result in cystic formations within the glands. The micro- 
scopic diagnosis of carcinoma is based upon the cyto- 
logical findings and the degree of infi.tration. There is a 
wide range of opinion as to the degree of cellular ana- 
plasia and glandular hyperplasia that constitutes malig- 
nancy. In the opinion of some pathologists, changes in 
the tip of a tumor in which the cells are undifferentiated 
and the nuclei exhibit hyperchromatism are adequate for 
a diagnosis of carcinoma. Others believe that marked 
distortion of the normal glandul!ar architecture together 
with these cellular changes are required. Still others feel 
that infiltration of the submucosa must be present before 
a definite diagnosis of carcinoma can be made. Our 
pathologist ** believes that the presence of residual ade- 
nomatous tissue and carcinoma in the same lesion is 
presumptive evidence of carcinomatous degeneration in 
an adenoma. 

In our series gastric adenomas with carcinomatous 
degeneration were revealed microscopically in two cases. 

Case 5.—A 57-year-old woman died following amputation 
of the foot for diabetic gangrene. Postmortem examination dis- 
closed a soft polypoid mass measuring 5 cm. by 2 cm. and cov- 
ered by normal mucosa on the posterior gastric wall near the 
greater curvature, 6 cm. above the pylorus. Microscopically the 
mass was described as an adenomatous polyp with marked cell 
differentiation and proliferation. An acute infectious process 
was superimposed there. There was one area with very distinct 
cell anaplasia and pale nuclei. Though no definite invasion of 
the stomach could be ascertained, this area can be regarded as 
carcinomatous change in an adenoma. 


Case 6.—In this case a 47-year-old man died following re- 
section of the transverse colon for carcinoma. Small, peduncu- 
lated, grape-like polypi were found throughout the entire 
stomach except for a 2 cm. strip on either side of the greater 
curvature. One polyp near the antrum was ulcerated and 
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irregular. Microscopic section revealed hypertrophy and hyper- 
plasia of the gastric glands, with atypical cells invading the 
muscularis mucosa. The pathological diagnosis was carcinoma- 
tous degeneration in an adenomatous polyp. 


In the clinical series there were two patients with 
evidence of malignant degeneration. 


Case 7.—G. K., a 53-year-old housewife, was seen in 1935 
with a history of weakness, pallor, shortness of breath, and palpi- 
tation of three months’ duration. In addition, she complained 
of epigastric fulness after meals, and had suffered a weight loss 
of 9 Ib. (4.1 kg.). Physical examination revealed a pale, chroni- 
cally-ill woman. The hemoglobin level was 50 gm. per 100 cc. 
There were 4,400,000 red blood cells, with a normal differen- 
tial count. A guaiac stool test gave negative results, and the 
urine was normal. A Rehfuss test meal showed achlorhydria. A 
barium meal examination disclosed a smooth, rounded, lobu- 
lated defect within the duodenal bulb, which was interpreted 
as a prolapsed gastric polyp. Gastroscopy was not performed. 
Exploratory laparotomy revealed a pedunculated, -prolapsed 
adenoma 4 cm. long by 2.5 cm. wide arising from the posterior 
wall of the antrum of the stomach. This was excised locally and 
appeared benign on gross inspection; a frozen section was not 
deemed necessary, but histological examination revealed a poly- 
poid adenoma with carcinomatous transformation in the tip. 
The pedicle was not infiltrated. The patient made an unevent- 
ful recovery. 

The patient was readmitted in November, 1937. At this time 
she had lost 10 Ib. (4.5 kg.) and was anemic. A mass was pal- 
pated in the epigastrium. The liver and spleen were both palp- 
able. There were 63 gm. of hemoglobin per 100 cc., 4,500,000 
red blood cells, and 7,900 white blood cells, with 84% poly- 
morphonuclear cells. Results of guaiac stool tests were positive. 
There was no free hydrochloric acid on a Rehfuss test meal. 
Gastrointestinal study revealed a dilated stomach with retained 
secretions and almost complete residue on a 6 hour film. There 
was a marked defect in the antrum that produced pyloric ob- 
struction. An exploratory laparotomy revealed carcinoma of the 
antrum of the stomach, with metastasis to the liver and pancreas. 


The following is the only case history in our series of 
a patient who had an adenoma of the gastric antrum 
diagnosed endoscopically and roentgenographically, and 
who returned four years later with carcinoma of the 
stomach in the same area. 


Case 8.—G. K., a 50-year-old woman, was seen in June, 1947, 
with a 20 year history of epigastric pain, nausea, and post- 
prandial vomiting. Physical examination was noncontributory. 
Laboratory examination revealed a hemoglobin level of 11.6 
gm. and 3,600,000 red blood cells. A Rehfuss test meal showed 
achlorhydria. A_ gallbladder roentgen study was negative. 
Barium meal examination disclosed a small circular filling de- 
fect approximately | cm. in diameter in the region of the antrum. 
The impression was that the defect was a gastric polyp. Gas- 
troscopy revealed a sessile polypoid tumor about 8 mm. in 
diameter on the anterior wall of the antrum just distal to the 
angularis. The tumor was sharply defined, and the mueosa over 
the lesion was smooth and orange-red, except at its very tip 
where it appeared grayish. There was no evidence of ulceration. 
Peristalsis proceeded uninterruptedly from the angularis through 
the site of the tumor to the pylorus. The corpus of the stomach 
revealed atrophy of the mucosa. The gastroscopist did not feel 
that the grayish discoloration in the tip was enough to warrant 
the diagnosis of a malignant lesion. The diagnosis of a gastric 
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adenoma was made, and the patient was advised to return in 
six months for repeat examination. She was not seen again until 
March, 1951. During the interval she had been relatively symp- 
tom-free. At this time a barium meal examination revealed an 
irregular filling defect of the anterior wall of the antrum 3 cm. 
in diameter in the region where the adenoma had been previously 
identified. A subtotal gastrectomy was performed, and the re- 
sected specimen showed a tumor 4 cm. in diameter on the an- 
terior wall of the proximal antrum. There was extensive central 
ulceration surrounded by thickened everted margins; there was 
no gross evidence of residual adenoma. The microscopic report 
described the lesion as an infiltrating medullary adenocarcinoma 
of the stomach. 


Because of the inadequate follow-up of this patient the 
original nature of the lesion cannot be diagnosed with 
any degree of certainty. There are three possibilities. 
First, that it was an adenoma that underwent malignant 
transformation; second, that it was a carcinoma from the 
very beginning; and third, that an independent carcinoma 
arising in the antrum completely overgrew and destroyed 
an original adenoma. Despite the fact that there is no 
definite proof that malignant transformation developed 
in this lesion, this case illustrates that any discoloration 
of the tip warrants excision. 


TREATMENT 

The treatment of gastric adenomas has varied from 
conservative therapy to vigorous surgical intervention. 
Paul and Logan,” for example, feel that small adenomas 
that appear benign gastroscopically should not be re- 
moved. Others, like Edwards and Brown,” are of the 
opinion that all gastric adenomas should be surgically ex- 
cised. While it is difficult to formulate a completely defi- 
nite program for treatment of gastric adenomas, we have 
arrived at certain conclusions. We feel that the manage- 
ment of a patient with gastric adenomas depends on the 
symptomatology, the multiplicity of the lesions, and their 
gastroscopic appearance. In the case of the small solitary 
tumor less than | cm. in diameter, whether it is sessile or 
pedunculated, if the gastroscopic appearance is definitely 
that of the benign lesion it is justifiable to treat this pa- 
tient conservatively, with follow-up examinations every 
6 months. We must emphasize that it is not always pos- 
sible with small sessile lesions to visualize all the benign 
qualities of gastric adenomas. 

When any doubt exists, excision is recommended. On 
the other hand the large solitary tumor, whether sessile 
or pedunculated, produces symptoms either of bleeding 
or of obstruction. When gross pathology appears benign 
and this is corroborated by frozen section, only local 
excision of the tumor is required. If the adenoma is 
pedunculated and frozen section substantiates the benign 
characteristics of the lesion, a resection of the stalk may 
be adequate. The management of the patient with mul- 
tiple adenomas is essentially similar to the above, except 
that when large numbers of lesions are present, gastro- 
scopic observation of individual lesions is much more 
difficult and may be impossible. Therefore, surgical inter- 
vention in these cases is recommended, with high sub- 
total gastrectomy and removal of all the polypoid lesions. 
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FOLLOW-UP 


Operation was performed in 37 cases in this series. 
Gastrotomy with excision of the adenoma was done in 
13 patients. Subtotal gastrectomy was performed in 24 
cases, 12 of multiple adenomas in which the entire ade- 
nomatous area of the stomach or as much of the mucosa 
as possible was removed. At the present time we have 
followed 68 of the 73 patients. Fifty-four patients are 
living and well. One patient (case 8) has recently been 
operated on for gastric carcinoma. Thirteen are dead, 4 
of myocardial infarction owing to coronary artery dis- 
ease. Seven patients have died because of malignant 
growths, two of carcinoma of the stomach not related to 
adenoma and one (case 7) of carcinoma developing in a 
gastric adenoma. Two have died of carcinoma of the 
pancreas, one of lymphosarcoma of the ileum with me- 
tastasis, and one of generalized carcinomatosis arising in 
the rectum. One patient died of cirrhosis of the liver, and 
one died of unknown causes. 

In the series in which operative treatment was given 
26 patients are living and well. Four have been followed 
for 10 years of more, 3 for 5 years or more, 11 between 
2 and 5 years, and 7 two years or less. 

In the group who did not have operations 28 patients 
are living and well. One has been followed more than 10 
years, 6 more than 5 years, 17 between 2 and 5 years, 
and 5 two years or less. Gastroscopic follow-up has been 
maintained in 1 patient (case 4) who was treated surgi- 
cally and 13 patients who were not treated by operations. 
Three patients have been observed more than five years, 
eight between two and five years, and two less than two 


ears. 
y SUMMARY 


Seventy-three cases of gastric adenomas are presented, 
in 42 of which adenomas were found in a series of 2,500 
gastroscopic examinations. Bleeding was a significant 
symptom. Achlorhydria was found in 50 of 55 patients 
tested, and an atrophic mucosa was seen by gastroscopy 
in 38 of 42 patients. In no instance was adenoma asso- 
ciated with hypertrophic gastritis. Thirty adenomas were 
found in 8,735 autopsies. Malignant transformation was 
present in two, or 6.7%. 

In 36 cases gastric resection was done. Malignant de- 
generation of an adenoma was reported in one patient. 
Another patient in whom an adenoma of the antrum was 
diagnosed gastroscopically and roentgenologically re- 
turned four years later with a medullary carcinoma in the 
same area. However, proof of malignant degeneration in 
this case is lacking. Thirty-two who did not have resec- 
tions have been followed from 1 to 10 years. No evidence 
of malignant degeneration has been observed in these 
patients. 

Conservative therapy with frequent gastroscopic ob- 
servations should be reserved only for the small solitary 
adenoma presenting benign characteristics. Our series 
reveals that malignant degeneration is not frequent. How- 
ever, when slight deviations from the normal adenoma 
occur in the color or surface of a small sessile tumor, its 
precise histological nature cannot be determined by 
gastroscopy and surgical excision is recommended. At 
the time of operation a frozen section will determine 
whether local or radical excision should be performed. 
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DIFFERENTIATION OF INTRINSIC 


AND EXTRINSIC LESIONS OF THE STOMACH 


Everett L. Pirkey, M.D., Edsel S. Reed, MD., William H. Smith, M.D. 


and 


Gabriel Whiteman, M.D., Louisville 


In 1947, a middle-aged man was seen with a chief 
complaint of vomiting blood and tarry stools. His clini- 
cal findings indicated a probable peptic ulcer. He subse- 
quently underwent several fluoroscopic examinations, 
the first of which revealed what was thought to be a de- 
formed duodenum with a probable ulcer crater. How- 
ever, there was noted some suspicious irregularity about 
the cardia of the stomach, and, as a result, the patient 
was reexamined several days later. 

A spot x-ray (fig. 1) of the stomach, made with the 
patient in deep Trendelenburg position and also rolled 
a bit on his left side in an attempt to get the weight of 
the barium as much as possible in the fundus of the 


Fig. 1.—Spot roentgenogram of barium-filled stomach in deep Tren- 
delenburg position. Note the distance between the diaphragm and the 
superiormost barium and the irregular mucosal pattern. Exploratory 
laparotomy showed chronic hypertrophic gastritis and splenomegaly. 


stomach, showed several centimeters between the most 
superior barium and the diaphragm, with considerable 
irregularity of the gastric mucosa in the area. Explora- 
tion was advised. 

Several days later, an exploratory examination was 
made; there was no evidence of a tumor, but there was 
a penetrating ulcer of the posterior wall of about the mid- 
portion of the body of the stomach which had entered 
the pancreas and from which the bleeding was thought 
to arise. The fundus of the stomach itself showed evi- 
dence of hypertrophic gastritis. Interestingly, the spleen 
was enlarged to about three times normal size and ex- 
tended over the fundus of the stomach, so that its medial 
edge was in contact with the esophagus. It was felt that 
the radiographic findings simulating a tumor of the fun- 
dus of the stomach were due to the presence of the large 
spleen separating the stomach from the diaphragm and 
to the hypertrophic gastritis. 

As a result of this case, we started to consider methods 

-by which we could determine the extent of pathological 
changes in the portion of the stomach above the usual 


reach of palpation. Some means was needed to enable us 
to produce controlled pressure to smooth out the physio- 
logical irregularities, to determine whether the deformity 
was due to intrinsic pathological changes in the gastric 
wall, or to the presence of adjacent organs, or to the 
presence of masses indenting the fundus (fig. 2 and 3). 

The portions of the stomach that are not available for 
palpation have long offered radiologists considerable 
difficulty in diagnosis. In the lower half of the stomach, 
including the duodenum, where palpation is usually pos- 
sible, small lesions may be definitely localized. Also, the 
elasticity, mobility, and motility of that portion of the 
stomach wall is easily determined, but for the area above 
the lower costal margin ordinary methods of examina- 
tion are not available. Approximately 5% of all gastric 


Fig. 2.—A, 
stomach, showing irregularity of fundus produced by spleen. B, balloon 
in place, showing the irregularity ironed out and the smooth “profile 
line’ continued over the spleen. 


right anterior oblique roentgenogram of barium-filled 


tumors are found in the upper half of the stomach, and, 
with the recent improvements in surgical techniques, 
operative intervention for pathological changes in this 
area is becoming more and more frequent, so that it 
behooves radiologists to pay more attention to this area 
of the stomach.’ 

Inoperable tumors of the stomach are becoming more 
and more rare, although a considerab!e number are still 
nonresectable. The earlier we can make a definite diag- 
nosis in inaccessible regions of the stomach, the greater 
the percentage of tumors that will be resectable. 

The method we describe * is not new, as several others 
in the past have accomplished approximately similar 
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results, with slightly different techniques. None of them, 
however, has investigated the method to any appreciable 
extent, particularly as regards the correlation with the 
pathological findings. * 

The actual procedure consists of the usual roentgen- 
oscopic examination of the stomach, followed by the 
customary x-rays. If something unusual is seen above the 
usual area of palpation, the patient then swallows an 
ordinary stomach tube with a fresh latex condom tied 
tightly proximal to all the holes.“ Once the tip of the 
tube is seen to be in the stomach, the balloon is inflated 
slowly by means of a blood pressure cuff bulb. The 
degree of inflation is watched closely with the roent- 
genoscope, and the effects of varying pressures in the 
suspected area are studied. 

Figure 4 shows a normal stomach during the various 
stages of inflation. These x-rays are made with varying 


Fig. 3.—Barium and balloon-filled stomach in right anterior oblique 
position, showing smooth “profile line” along the greater curvature, which 
is indented by the spleen. 


amounts of air in the balloon to show the general ap- 
pearance of the stomach as it inflates during the roent- 
genoscopic examination. Inflation may be stopped at any 
time and x-rays made. The amount of air necessary to 
obtain the proper information varies with each case. 
Generally, however, the more air introduced, the more 
diagnostic the examination. In pressure studies, we found 
that the intragastric pressure used never exceeded 20 


4. Colcher, A. E.: A New Displacement Technic for Study of Gastric 
Mucosal Relief; Preliminary Report, Radiology 29:615, 1937. D’Eloia, 
A. S.: Pneumogastroscopy; Preliminary Report, Am. J. Surg. 53: 280, 
1941. Gruber, F.: A New Method of Studying the Anatomy and Motility 
of the Stomach and Duodenum, Exper. Med. & Surg. 2:1, 1944. 
Le Canuet, R.; La Pipe, M., and Pritchard, R.: Une technique d’explora- 
tion radiologique de lestomac. La compression par ballon intragastrique, 
Arch. d. mal de lapp. digestif 35: 460, 1946. LaTraverse, V.: A Pro- 
cedure Helping the X-Ray Examination of the Gastro-Esophageal Segment, 
Am. J. Digest. Dis. 14: 298, 1947. Ruzicka, F. F., Jr.. and Rigler, L. G.: 
Inflation of the Stomach with Double Contrast; Roentgen Study, J. A. 
M. A. 145: 696 (March 10) 1951. 


J.A.M.A., March 29, 1952 


mm. of mercury, which is thought to be well below any 
dangerous level.* 

Rotation and tilting of the patient from the Trendelen- 
burg (fig. 5) to the Fowler position will move the air- 
filled balloon rather freely in the stomach, with the 
barium always going to the more dependent portions 
of the stomach. 


Fig. 4.—A series of x-rays of a normal stomach, showing the changing 
appearance of it as the balloon is inflated. Note the mucosal pattern and 
the “profile line.” 


In very slender patients with the hyposthenic type 
stomach, the lower end of the balloon frequently is easily 
palpable in the pyloric region. With pressure on the lower 
end of the balloon with the finger, transmitted pulsations 
to the fundus may be observed, enabling one to study 
better the elasticity of the fundus of the stomach. The 
exact amount of soft tissue between the diaphragm and 
the fundus of the stomach may also be studied in various 
positions. 


Fig. §5.—Right anterior oblique view of the barium-filled stomach with 
an inflated balloon, showing irregular “‘profile line’’ along the lesser 
curvature. This was found to be infiltrated with carcinoma at laparotomy. 


To date, none of our patients has complained of dis- 
comfort, except occasionally of a slight sense of fulness 
when the stomach is distended. At least four of our bal- 
loons have ruptured in the stomach. This was because 
of the fact that the balloons were old and was not due to 
overdistention. In several of the patients, the rupture 
was observed with the roentgenoscope, and the patients 
did not realize what had occurred. This is to be expected, 
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because, even though the balloon may burst, the intra- 
gastric pressure is not changed, and the gastric distention 
remains the same until the patient belches. 

After inflation of the balloon and study of the best 
positions in which the x-rays should be made, we cus- 
tomarily have stereoscopic x-rays made in the right 
anterior oblique position, in which the fundus is the 
highest portion and the balloon is in that area, and the 
barium is in the pyloric end of the stomach. Additional 
stereoscopic x-rays are then made in the left posterior 
oblique position, in which the opposite conditions obtain. 


The following roentgen signs have been found to be 
helpful in the differential diagnosis of the condition in 
the patients studied. 


1. Elasticity, mobility, and motility of the gastric wall. 
These are not unique with the balloon; with it, however, 
it is possible to obtain more detailed information above 
the rib margin. 

2. The mucosal pattern of the stomach is frequently 
better seen with this method; because of the splinting 
action of the balloon, stereoscopic x-rays of the upper 
half of the stomach aid greatly in the study of the rugal 
folds. 

3. The “profile line” is of considerable aid in demon- 
stration of the presence of infiltrating lesions of the 
mucosa. This consists of a thin layer of barium sulfate 
trapped between the distended balloon and the smoothed- 
out normal mucosa. We have found that, if the mucosa 
is roughened owing to an infiltrative process, then the 
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“profile line” is absent.’ Retained food or liquids may 
occasionally confuse the picture, but the findings will not 
be constant. The “profile line” will follow the indenta- 
tions caused in the stomach outline by neighboring 
viscera (fig. 3) and extrinsic masses and will also be 
continued smoothly over extramucosal intramural tu- 
mors that have not ulcerated. 

Continued experience with this method over a four- 
year period has convinced us of its usefulness in selected 
puzzling cases. Its value is limited to those areas of the 
stomach out of the reach of the palpating finger. It is 
not a short-cut to diagnosis, nor will it replace present 
methods of examination, but it should be considered as 
an extension of them to hitherto relatively inaccessible 
regions of the stomach. 

The greatest use so far has been in the “false posi- 
tive’ cases, in which suspicious deformities have been 
ironed out or shown to be due to extrinsic masses or 
other organs rather than intrinsic lesions of the gastric 
wall.° 

SUMMARY 

A method of producing controlled intragastric pres- 
sure is reviewed. The most useful diagnostic signs found 
with this method are (1) elasticity, mobility, and mo- 
tility, (2) mucosal pattern of the stomach (stereoscopic 
x-rays), and (3) the “profile line.” The proper place of 
this method in gastric diagnosis is briefly discussed. 

5. Pirkey, E. L., and others: Clinical Studies of the Use of Controlled 
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SWEAT RETENTION PHENOMENON COMPLICATING COMMON DERMATOSES 


Walter C. Lobitz Jr., M.D., Hanover, N. H. 


When the clinician is confronted with an eruption of 
the skin that is characterized by discrete pustules that are 
seemingly follicular in origin, he is apt to call it a follicu- 
litis and treat it as a skin infection. A pustular type of in- 
flammatory reaction that is easily confused with follicu- 
litis can also develop in the sweat gland and duct. Such 
a lesion is not the result of bacterial infection per se but 
is another manifestation of sweat retention phenomenon. 
At present we refer to this condition as “pustular mili- 
aria” to distinguish it, in the broad clinical sense, from 
pustular folliculitis. 

DIAGNOSIS 


Pustular miliaria presents certain distinctive signs and 
symptoms that will alert the clinician to its presence: 

1. ‘It is seen most commonly in the summer season 
when the weather is hot enough to produce sweating; 
however, it can occur in any season if an occupation, ac- 
tivity, or state of health induces sweating for the regula- 
tion of body temperature or sweating caused by emo- 
tional stimulli. 

2. We have found it more commonly in the adult, 
although it can occur in any age or sex group. 

3. The eruption is always preceded by some other 
skin damage, which has produced injury, destruction, or 


blocking to the sweat duct or its orifice (pore). We have 
observed it associated with contact dermatitis (acute and 
chronic), urticaria, localized neurodermatitis, intertrigo 
of obesity, and lichen planus. 

4. Although the pustules may occur as a complication 
during the course of improvement of an inflammatory 
dermatosis, it is not uncommon to see their onset several 
weeks after the patient has shown sufficient clinical im- 
provement for discontinuation of therapy. 

5. Pruritis is the only symptom of note, and it is al- 
ways present. The exacerbations and remissions of the 
pruritus coincide respectively with the presence or ab- 
sence of sweating. 

6. Most commonly the pustules will be found on the 
flexor surfaces and folds of the extremities, in the groin, 
in the intergluteal cleft, and, in the male, on the scrotum; 
however, the pustules can be distributed in any area 
of the skin that has been previously inflamed and they 
will always be found only in these previously inflamed 
areas. 


From the Department of Dermatology and Syphilology, Hitchcock 
Clinic and Dartmouth Medical School. 

Read before the Section on Dermatology and Syphilology at the One- 
Hundredth Annual Session of the American Medical Association, Atlantic 
City, June 13, 1951. 
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7. The individual lesion is a distinct, discrete, super- 
ficial pustule, not associated with a hair follicle. The 
presence of a dark dot at the center (apex) of the pus- 
tule, which may be mistaken for a broken hair, is the 
hyperkeratotic plug in the sweat pore opening. The puru- 
lent material in the pustule is always white. 

8. The lesions are usually sterile or may contain non- 
pathogenic micrococci. When a pathogenic organism is 
present, it is usually Staphylococcus aureus, and the 
exudate will have a yellow tinge. Lesions of Bockhart’s 
impetigo (folliculitis) will also be found in such in- 
stances, and the clinical appearance is the same as that 
experimentally produced by O’Brien.* 

9. Other evidence of sweat retention phenomena may 
be present in the same patient, such as miliaria rubra or 
miliaria profunda.* When this occurs, the casual ob- 


Fig. 1 (case 1).—Pustuies on the flexor surface of the forearm, the site 
of the preceding contact dermatitis to paint. 


server may interpret the picture as an exacerbation of 
the original dermatosis that has become secondarily in- 
fected; however, such coexistent sweat retention phe- 
nomena make the clinical diagnosis easier. 


REPORT OF CASES 


Case 1.—A 57-year-old, white male painter had been suffer- 
ing from a proved occupational contact dermatitis of the hands, 
forearms, and arms for two years. Avoidance of his occupation 
for several months was associated with complete healing of the 
dermatitis. A return to the occupation was associated with a 
return of the dermatitis. Two weeks later, even though the 
dermatitis was improving, a pustular eruption developed on the 
flexor surface of his wrists, forearms, and arms (fig. 1). The ex- 


1. O’Brien, J. P.: The Etiology of Poral Closure: II. The Role of 
Staphylococcal Infection in Miliaria Rubra and Bullous Impetigo, J. Invest. 
Dermat. 15: 102-133, 1950. 

2. Shelley, W. B.: Experimental Miliaria in Man: IV. Sweat Retention 
Vesicles Following Destruction of Terminal Sweat Duct, J. Invest. Dermat. 
16: 53, 1951. 
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tensor and hairy areas were spared. Close examination revealed 
discrete hyperkeratotic “plugs,” not associated with hair fol- 
licles, sitting on top of inflammatory pustules (fig. 2). A biopsy 
of one lesion (fig. 3) revealed an intraepidermal pustule, not as- 
sociated with a hair follicle, which was prevented from rupturing 


Fig. 2 (case 1).—Close up showing hyperkeratotic “plugs’’ on top of the 
pustules (arrow indicates one). 


onto the surface by a hyperkeratotic plug. The exudate in the 
abscess consisted of neutrophils, plasma cells and lymphocytes, 
and fibrin. A sweat duct communicated with the base of the ab- 
scess. Adjacent sweat pores were also dilated and plugged with 
hyperkeratotic keratin. 


Fig. 3 (case 1).—Photomicrograph of a hyperkeratotic “‘plug’’ on top of 
the intraepidermal abscess, * 28. A duct fragment that enters the abscess 
is indicated by the arrow. Note the absence of hair follicles. 


Case 2.—A 32-year-old, white male had contact dermatitis 
from poison ivy that involved the extremities, chest, genitalia, 
groin, and buttocks. Within 19 days the skin had returned to 
normal, except for a minimal amount of pruritus and erythema 
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in the antecubital areas. Three days later (22 days after onset) the 
pruritus returned to all the areas of skin previously involved by 
the dermatitis and was associated with development of the ery- 
thematous papular eruption of miliaria rubra. The itching and 
the eruption were worse when the patient was hot and sweating, 
and the several daily exacerbations and remissions coincided with 
heating and cooling of the body. Within 7 more days (29 
days after onset), pustular lesions developed on the scrotum 
(fig. 4). The pustules were not connected with hair follicles (fig. 
5), had central hyperkeratotic plugs, and contained white pus. 
Only nonpathogenic micrococci were obtained from the lesions. 
Biopsy revealed the epidermis to contain a large intraepidermal 
abscess covered by a keratinized plug (fig. 6). There were no hair 
follicles present. There was also hyperkeratosis with keratotic 
plugging and dilatation of adjacent sweat pores. 


TREATMENT AND PROGNOSIS 
Treatment is not difficult. Since any irritant or inflam- 
matory change in the skin predisposes to plugging of the 
sweat pore, the problem is first to prevent such irritation 
from occurring. This refers not only to the original der- 


* 


Fig. 4 (case 2).—Pustules on the scrotum. 


matosis but also to any secondary irritation, including 
overly vigorous treatment for that dermatosis. The stim- 
uli to sweating should be removed. The involved skin 
areas must be kept cool. This is most easily done by con- 
trolling the environmental temperature and the physical 
activity of the patient. Atropine or atropine-like drugs 
can be used to inhibit sweating. These should not be used 
as a substitute for the removal of sweat stimuli, because 
such prevention of general sweating when the body is 
exposed to high temperatures can lead to heat prostra- 
tion. These drugs are adjuncts in treatment and are help- 
ful clinically when the sweating is due to emotional 
stimuli. The effective dose of atropine (or tincture of 
belladona ) will vary with each person. The drugs are ad- 
ministered in increasing amounts, three or four times a 
day, until sweating is reduced and the mouth has become 
dry without side-reaction, such as blurring of vision. 
The effective dosage is then maintained as long as neces- 
sary. It has been suggested that vitamin A is of value in 
speeding up the return of the hyperkeratotic stratum 
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corneum to normal by its effect on the keratohyaline 
cycle. Our clinical experience with vitamin A is incon- 
clusive. Since infection is not present, no local or systemic 
therapy from this aspect need be considered. If the skin 
is kept comfortable and cool and if the stimuli to sweat- 


Fig. 5 (case 2).—Close view of the scrotum showing the absence of hair 
follicle involvement, the discreteness of the pustules, and the presence of 
hyperkeratotic “plug” in the roof of the pustule. 


Fig. 6 (case 2).—Photomicrograph of the intraepidermal pustule that 
has begun to rupture and penetrate into the dermis, x 26. Note the 
absence of hair foilicles. 


ing are held at a minimum, the symptoms and the lesions 
will disappear within an average of 10 days (7 to 18) 
without any topical or systemic therapy. 
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HISTORY 

The appreciation of eccrine sweat abscess is not new 
to dermatological literature. In 1889 Giovannini,® under 
the term “hidrosadenitis,” described numerous little tu- 
mors upon the trunk that proved to be inflammatory and 
suppurative nodules of the coil glands. In 1892 Pollitzer * 
used the title “hidrosadenitis destruens suppurativa” to 
describe similar lesions on the neck and breast. In 1906 
Lewandowsky * described multiple sweat gland abscesses 
in infants and demonstrated histologically the varying 
degrees of involvement of the sweat secreting unit. His 
illustrations of the histopathology of superficial involve- 
ment with epidermal abscess, which he termed “peri- 
poritiden,” are identical to the accompanying photomi- 
crographs. In 1934 Tachau ° reviewed this entire subject 
of sweat gland abscesses. Even then the occurrence of 
eccrine sweat gland abscess (periporitis staphylogenes, 
staphylodermia periporitis, and staphylodermia sudori- 
para suppurativa multiplex) was thought to be limited to 
infants and children. When sweat gland abscesses oc- 
curred in the adult, they were believed to be limited to 
the involvement of apocrine glands (staphylodermia su- 
doripara suppurativa axillaries—now called hidradenitis 
suppurativa). Tachau’s report stressed the infectious eti- 
ology of “periporitis.” Staph. aureus was the organism 
incriminated; however, he pointed out that the sweat 
gland abscesses in infants and children occurred second- 
arily to such conditions as eczema, urticaria, and pedicu- 
losis. 

Since 1946, knowledge of the entire sweat retention 
syndrome has been brought to light by the excellent basic 
experimental and clinical studies of Sulzberger and 
Herrmann, O’Brien, Shelley and Horvath, and their col- 
laborators.’ It is not within the scope of this clinical re- 
port to discuss the various fascinating facets of sweat 
retention due to closure of pores. Recently O’Brien sug- 
gested that the obstruction of the sweat pore is caused 
primarily by bacterial growth within the pore. The re- 
sulting sweat retention vesicle (miliaria) may develop 
frank suppuration from secondary infection due to these 
pathogenic bacteria. He called it “tropical bullous im- 
petigo,” and its histological structure is similar to pustu- 
lar miliaria. O’Brien was able to produce such lesions 
experimentally by the local application of pathogenic 
Staph. aureus. Sulzberger and Herrmann * do not agree 
that bacteria themselves can cause closure of pores but 
believe that these organisms act secondarily to a primary 
poral closure caused by altered keratin. 

I feel that the terminology proposed is not entirely ap- 
propriate. Historical precedence perhaps might best be 
given to the term “periporitis”; however, “periporitis” 
has been grouped with the pyodermas, as has “tropical 
bullous impetigo.” Thus, both of these terms should pref- 
erably not be applied to this clinical entity. The term 
“pustular syringitis” might be used from the histopatho- 
logical standpoint—the objection to this, as pointed out 
by Shelley and Pillsbury,” is that it introduces new term- 
inology into the sweat retention syndrome when the term- 
inology for the entire syndrome is as yet not well estab- 
lished. The term “pustular miliaria” (or “miliaria 
pustulosa”) has been selected in order to group this 
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clinical picture with the other sweat retention syndromes 
(miliaria crystallina, miliaria rubra, and miliaria pro- 
funda). 
SUMMARY 

Pustular miliaria, a superficial abscess in the region of 
the sweat pore and duct, is a clinical manifestation of 
sweat retention. It occurs as a complication in the heal- 
ing of other dermatoses. It is not an infection of the skin, 
even though the lesions are similar to pustular folliculitis. 
The clinical features of pustular miliaria are distinctive; 
the diagnosis is easily made; and the treatment is not dif- 
ficult and is based on the simple physiological principle 
of preventing sweating. 


3. Giovannini: in: Kaposi, M.: Pathologie und Therapie der Haut- 
krankheiten, in Vorlesungen fiir praktische Aerzte und Studierende, Berlin, 
Urban & Schwarzenberg, 1899, p. 175. 

4. Pollitzer, S.: in Kaposi, M.: Pathologie und Therapie der Haut- 
krankheiten, Berlin, Urban & Schwarzenberg, 1899, p. 176. 

5. Lewandowsky, F.: Zur Pathogenese der multiplen Abszesse in 
Saiiglingsaiter, Arch. Dermat. u. Syph. 80: 179, 1906. 
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Relationship to Other Heat Disorders, Arch. Int. Med. 81: 799 (June) 
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Rubra, Builous Impetigo and Related Diseases of the Skin; 1. An Histori- 
cal Review of the Causation of Miliaria; I]. The Role of Staphylococcal 
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Diagnosis of Myocardial Infarction.—The common errors in 
the early diagnosis of myocardial infarction are (1) confusion 
with upper abdominal disease; (2) a lack of a high index of 
suspicion in patients of the younger age group; (3) a failure to 
appreciate the fact that electrocardiographic changes may not 
appear for several days to a week or longer; (4) a failure to take 
a sufficient number of precordial leads. The diagnosis should 
be made by the correlation of a careful, detailed history and 
electrocardiogram, and not by electrocardiogram alone. If the 
history is suggestive of myocardial infarction, the patient should 
be confined to bed for a minimum of a week during which time 
serial electrocardiograms should be taken and interpreted for 
any change in the wave forms. These should be correlated with 
the patient’s story. Exercise tolerance tests and extensive diag- 
nostic studies should not be performed if there is reasonable 
evidence to suggest myocardial infarction. If the patient has a 
normal electrocardiogram at the end of two weeks, one can 
assume that no large area of infarction has occurred and pro- 
longed restriction of activity and bed rest are not indicated.— 
A. L. Messer, M.D., Difficulties in the Early Recognition of 
Myocardial! Infarction, Mississippi Doctor, January, 1952. 
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NON-NEUROLOGICAL LESIONS SIMULATING PROTRUDED 
INTERVERTEBRAL DISK 


H. Herman Young, M.D., Rochester, Minn. 


The problem of idiopathic low back and sciatic pain 


is not yet solved. In spite of recent advances, the teach- 
ings of the past cannot be forgotten, and each patient 
with low back and sciatic pain still presents a challenge 
to the examining physician to establish wed cause e his 
symptoms. 

Years ago, the patient who had low back mt sciatic 
pain was said to have “lumbago.” For a long time, this 
was the standard diagnosis. During the ensuing years, a 
number of conditions were gradually picked from this 
“lumbago wastebasket” and established as clinical enti- 


Fig. 1.—Anteroposterior and lateral roentgenograms of the femur show- 
ing an area of sclerosis and a central area of rarefaction typical of 
osteoid osteoma. 


* 


ties that could ies low back and sciatic pain. The 
first vogue to be established was “sacroiliac strain.” '! Ma- 
nipulations under anesthesia or arthrodesis of the sacro- 
iliac joints were used rather extensively. This diagnosis 
was made frequently, and laymen still say that they have 
“strained their sacroiliac joint.” It soon was realized that 
not all these patients responded to manipulation or sacro- 
iliac fusion. Naturally, the medical profession looked for 
another source of the pain in a nearby anatomic region. 
The lumbosacral joint became the focus of attention. It 
was during this period, some 30 years ago, that fusion of 
the lumbosacral joint was used extensively. Again, not 
all the efforts to relieve the pain were successful. It be- 
came evident that, whereas some patients might have a 
sacroiliac strain and others a lumbosacral strain, search 
would have to be made elsewhere to explain the symp- 
toms of a large majority of the patients. Epidural injec- 
tions then were used, and the periformis muscle was in- 


criminated. Other observers felt that the source of the 
pain was in the intervertebral facets. Ober * focused the 
attention of orthopedic surgeons on tight iliotibial bands 
and advised fasciotomy. As each new clinical entity was 
supposedly established, it received additional attention. 
Unfortunately, the last entity to be described was always 
the most favored and the best known, and today we are 
again entangled in the meshes of such a diagnosis, that is, 
protruded intervertebral disk. 


er 


iClomus 

tumor 
(1. popliteal 

fossa) 


Fig. 2.—Glomus tumor deep in the popliteal space. 


There can be no doubt that, in 1934, Mixter and Barr* 
added immeasurably to our knowledge of the cause of 
low back and sciatic pain. Further reports by Love and 
many others * helped to establish the signs and symptoms 


From the Section of Orthopedic Surgery, Mayo Clinic. 

Read before the Section on Orthopedic Surgery at the One-Hundredth 
Annual Session of the American Medical Association, Atlantic City, June 
13, 
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of the protruded disk and aided in establishing this clin- 
ical entity. That the classic protruded intervertebral disk 
is characterized by two symptoms, namely, backache and 
sciatic pain, is a well-recognized fact today. However, if 
one reviews the literature that has accumulated on this 


Fig. 3.—Ovarian cyst twisted on its pedicle. 


subject during the past 17 years, he will realize that the 
medical profession at large was at first reluctant to accept 
protruded intervertebral disk as a disease entity. Gradu- 


Fig. 4.—Pathological compression fracture of the body of the first 
lumbar vertebra due to multiple myeloma. 


ally, however, the pendulum swung the other way, until 
every patient with low back and leg pain was suspected of 
having a protruded intervertebral disk until proved other- 


5. (a) Key, J. A.: Intervertebral Disk Lesions Are the Most Common 
Cause of Low Back Pain With or Without Sciatica, Ann. Surg. 121: 534- 
544 (April) 1945; (6) Idiopathic Low Back Pain and Sciatica: 25 Years 
Ago and Now, Bull. Johns Hopkins Hosp. 80: 217-230 (May) 1947, 
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wise. Laymen are talking today about their “disk pro- 
trusions” ‘ust as they did years ago about their “‘sacro- 
iliac strains.” One can today read the papers of Key ° and 
the late Dr. Dandy ® and get the idea that with few 
exceptions low back pain is due to protrusion of an 
intervertebral disk. In spite of his early skepticism about 
the diagnosis of a protruded intervertebral disk, Dandy 
became so convinced that it was the only cause of low 
back and sciatic pain that he advised against the use of 
contrast mediums in the diagnosis and advanced his 
theory of the so-called “concealed intervertebral disk.” ® 
Key,’ also skeptical at first, recently said that he be- 


Fig. 5.—Roentgenogram showing an area of sclerosis above the left 
acetabulum, which later proved to be an eosinophilic granuloma. 


Fig. 6.—Anteroposterior and lateral roentgenograms of the hip showing 
destructive lesion of the trochanteric area, later proved to be a chondro- 
myxosarcoma, 


lieved a protruded intervertebral disk is the underlying 
cause of the distress in all cases of lumbosacral strain, 
postural backache, and sacroiliac strain, because “no 
other cause has ever been demonstrated.” He also said 
that “the diagnosis of idiopathic low back pain is no 
longer a problem because the term is synonymous with a 
lesion of an intervertebral disk in the affected area.” °* 
A few authors have been bold enough to assert them- 
selves against this recent fad of saying that a protruded 
intervertebral disk is the sole cause of low back and sci- 
atic pain, but apparently their reports have been lost in 
the mass of literature that has accumulated on the sub- 
ject. Bankart* emphasized the fact that a protruded 
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intervertebral disk is not present in all cases with low 
back and sciatic pain and cited examples of spinal ar- 
thritis, pelvic neoplasms, tuberculous sacroiliac disease, 
osteoarthritis of the hip, and neuritis as other causes that 
may produce similar symptoms. Herz* and Copeman 
and Ackerman ® have reported cases that indicated that 
herniated fat pads can produce all the signs and symp- 
toms of a protruded disk, and Butler *° reported cases of 
a short leg in which the only symptom was backache and 
sciatic pain. 

The purpose of this presentation is to inject a word 
of caution into the diagnosis of protruded intervertebral 
disk. In the following cases, a protruded disk was be- 
lieved, at one time or another, to be the cause of the 
symptoms. In some of these cases, contrast myelography 
was used; in others, operation for a protruded interverte- 
bral disk was performed but did not relieve the pain. 
Needless to say, none of the patients had a protruded 
intervertebral disk and a more thorough search resulted 
in an accurate diagnosis of the pathological condition. 


REPORT OF CASES 


Case 1.—A young man, 19, came to the Mayo Clinic because 
of low back pain and pain in the left leg, which was aggravated 
by lifting and relieved by fiexing the thigh. The symptoms had 
been present for six years and first had occurred after he had 
fallen from a bicycle. Coughing had not aggravated his distress, 
and he had obtained relief only by taking 10 acetylsalicylic acid 
tablets daily and fortifying this with some whisky. Chiropractic 
treatments, braces, casts, and physical therapy had failed to 
alleviate his symptoms. He had quil school, at the age of 15, 
because of the severity of the pain. 

Physical examination revealed slight lumbar scoliosis to the 
left side and some weakness in the left leg. The circumference of 
the left thigh and calf was 1 in. (2.5 cm.) less than that of the 
right thigh and calf. The knee jerk reflex was diminished on 
the left side. There was some diminution of left perianal sensa- 
tion and of the abdominal reflexes on the left side. The results 
of laboratory tests and roentgenographic examination of the 
thoracic and lumbar vertebrae and the pelvis were within normal 
limits. The clinical impression was that the patient had either a 
tumor of the cauda equina or a protruded intervertebral disk. 

Air myelography did not disclose any abnormality. The con- 
centration of protein in the spinal fluid was within normal limits. 
Because the original roentgenograms had not clearly revealed 
the hip joints, another roentgenogram of the pelvis was made. 
This revealed a sclerosing osteitis of the upper third of the shaft 
of the left femur and a central area of rarefaction, a typical 
osteoid osteoma of the femur (fig. 1). 

Excision of the lesion of the femur produced immediate and 
complete relief of pain. When the patient was seen eight years 
later, there had been no return of symptoms. 

When the patient returned for a check-up two months after 
the operation, he brought with him a roentgenogram of the entire 
body that had been made five years previously by a chiropractor. 
This roentgenogram showed the lesion in the femur quite 
clearly. 


CasE 2.—A man, 23, came to the clinic because of pain in 
the lower part of the back and in the left leg. Nine years pre- 
viously, he had helped to lift an automobile and had a sudden 
attack of low back pain. This pain had persisted for one week 
and then had disappeared. Five years later, low back pain had 
started insidiously, and within a year it had extended down the 
back of the left thigh and lateral side of the left leg. The pain 
had been continuous and had been aggravated by walking. It 
had been relieved by rest and the use of heat and acetylsalicylic 
acid. Coughing had not aggravated the pain, but riding in an 
automobile had increased the distress. The pain had been worse 
in the evenings and occasionally had awakened him. Three 
months before the patient came to the clinic, he had noticed 
paresthesia in the left foot. 
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Physical examination revealed that the circumference of the 
left thigh was 1 in. (2.5 cm.) less than that of the opposite thigh. 
Straight leg raising was limited 50% on the left and to 25% on 
the right. Spinal motions were normal. The results of neurological 
examination were normal. 

That someone had suspected the presence of a protruded 
intervertebral disk was evidenced by the fact that a spinal punc- 
ture had been performed on two occasions and myelography 
with radiopaque oil had been performed once while the patient 
was in the army. Roentgenograms of the spinal column and 
pelvis were normal. Roentgenograms of the left femur revealed 
an area of sclerosis with a central area of rarefaction similar to 
that observed in case 1. The diagnosis was osteoid osteoma of 
the femur. A block excision of the lesion was followed by a 
complete remission of symptoms. 


Case 3.—A woman, 26, came to the clinic because of pain 
that had been present in the left leg for 13 years. The onset of 
pain had been gradual and had been associated with a cutaneous 
hypersensitivity in the popliteal space. The pain had been ag- 
gravated by exercise, and the patient gradually had lost the 
ability to place the left leg forward in going upstairs. Four years 
before she came to the clinic, she had noted that the left leg 
was getting smaller in size and that it seemed colder than the 
right. The pain gradually had extended up the back of the entire 
left leg; although heat had relieved it to some extent, cold 
temperatures had increased the severity of the pain. 

Examination revealed a limp in the left leg. The patient was 
unable to go up a step with the left leg foremost. The diameter 
of the left thigh and calf was 1% in. (3.8 cm.) less than that of 
the right thigh and calf. Widespread and extreme tenderness was 
present in the popliteal region. The results of neurological ex- 
amination were essentially normal. Roentgenograms of the 
spinal column and pelvis revealed osteitis in the region of the 
right sacroiliac joint and narrowing of the lumbosacral joint with 
some marginal sclerosis. Roentgenograms of the femur were 
normal. 

The presence of a protruded intervertebral disk was suspected, 
but, because of the extreme popliteal tenderness, the presence 
of a glomus tumor or a neuroma of the common peroneal nerve 
was considered. Exploration of the poplitea! space was per- 
formed with local anesthesia. A large glomus tumor, 2 cm. in 
diameter, was found lying on the periosteum high in the popliteal 
fossa (fig. 2). Its removal was followed with complete relief of 
the symptoms. 


Case 4.—A man, 46, came to the clinic because of lumbo- 
sacral and sciatic pain that had been present on the left side for 
three weeks. He also had had chronic osteomyelitis of the lower 
third of the right tibia for one year, and an open ulcer, 3 by 
10 cm., was situated just above the right internal malleolus. The 
pain in the left leg had been aggravated by coughing or sneezing 
or even by deep breathing. Acetylsalicylic acid had relieved the 
pain. 

On physical examination, it was noted that the patient stood 
with a “list” to the right. The erector spinal muscles were in 
spasm, and there was a limitation of 50% in all motions of the 
spinal column. The motions of the hip were normal, and the 
straight leg-raising test did not disclose any abnormality. The 
Achilles reflex was absent on the right side, but it was thought 
that this might be due to the close proximity of the osteomyelitic 
ulcer. 

The possible presence of acute protrusion of an intervertebral 
disk was considered. However, a roentgenogram of the left femur 


6. (a) Dandy, W. E.: Concealed Ruptured Intervertebral Disks: A 
Plea for the Elimination of Contrast Mediums in Diagnosis, J. A. M. A. 
117: 821-823 (Sept, 6) 1941; (b) Treatment of Recurring Attacks of Low 
Backache Without Sciatica, ibid. 125: 1175-1178 (Aug. 26) 1944; (c) 
The Treatment of Spondylolisthesis, ibid. 1°27: 137-139 (Jan. 20) 1945, 

7. Bankart, A. S. B.: Low Back Pain and Sciatica, Practitioner 157: 
367-371 (Nov.) 1946. 

8. Herz, R.: Herniation of Subfascial Fat as a Cause of Low Back 
Pain: Results of Surgicai Treatment in Thirty-One Cases, J. Internat. Coll. 
Surgeons 9: 339-346 (May-June) 1946; Herniation of Subfascial Fat as 
Cause of Low Back Pain: Report of 37 Cases Treated Surgically, Ann. 
Rheumat. Dis. 5: 201-205 (Dec.) 1946. 

9. Copeman, W. S. C., and Ackerman, W. L.: Edema or Herniations 
of Fat Lobules as a Cause of Lumbar and Gluteal ‘“Fibrositis,”” Arch. 
Int. Med. 79: 22-35 (Jan.) 1947. 

10. Butler, J. M.: Short Leg Backache, Journal-Lancet 66; 10-11 (Jan.) 
946. 
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revealed a sclerosing osteitis with a central area of necrosis 
similar to that seen in an osteoid osteoma, or a so-called Brodie’s 
abscess. The roentgenographic findings in this case were similar 
to those in cases | and 2. 

The lesion of the left femur was unroofed. It was thought to 
be an osteoid osteoma. The operation completely relieved the 
pain in the left leg. The left thigh became swollen on one oc- 
casion two years later, and sterile fluid resembling synovial 
fluid was drained from it. The possibility of an old hematoma at 
the operative site was considered but not proved. There have to 
date been no further symptoms in the left leg. A psoas abscess 
subsequently developed on the left side, but responded weil to 
chemotherapy. 

It is possible that, instead of an osteoid osteoma of the femur, 
the patient had a metastatic abscess caused by the osteomyelitis 
of the right tibia, but this was never proved. 

Case 5.—A woman, 33, was awakened from sleep during the 
fifth month of her first pregnancy by sharp cramp-like pain in 
the left side of the lower part of the abdomen. Pelvic examination 
was difficult, but it was felt that some small fibroids were present 
in the uterus. The pain subsided in 24 hours. One week later, 
she entered the hospital because of low back pain, sciatic pain 
on the left side, and distress in the lower part of the left side of 
the abdomen. It was thought that she had a protruded disk, but, 
because of the pregnancy, conservative treatment was used, and 
relief was obtained. A similar incident of low back pain and pain 
in the leg occurred immediately after delivery of the baby, and 
the pain again responded to conservative measures. 

One year later, as the patient arose from a chair, she had 
another attack of low back pain and pain in the left leg. She 
again entered the hospital for emergency treatment. Physical 
examination disclosed marked sciatic scoliosis. The lumbar 
muscles were in acute spasm. The result of the straight leg-raising 
test was positive on the left and negative on the right. Neuro- 
logical examination did not disclose any abnormality. 

The impression was gained that the patient had a protruded 
disk, and further investigation was advised. By the next morning, 
all symptoms had subsided. However, the roentgenogram of the 
pelvis revealed a cystic mass on the left side, and a diagnosis of 
a twisted ovarian cyst was made. Operation revealed a large 
twisted ovarian cyst (fig. 3), which was removed. To date, there 
has been no recurrence of the back pain or sciatic pain. 

Cast 6.—A man, 42, had had low back pain for 20 years. In 
May, 1949, he had had an acute attack of low back pain while 
he had been cutting weeds. In July, 1949, myelography had 
revealed a defect at the fourth lumbar interspace. The fourth 
lumbar intervertebral disk had been removed, and a fusion 
operation had been performed. In October, 1949, a routine 


roentgenogram, which had been made to check the progress of ” 


the fusion because the patient still had severe pain in the back, 
had revealed an osteolytic lesion of the first lumbar vertebra. 
The patient was referred to the clinic for examination and treat- 
ment. Forty-eight hours after he arrived at the clinic, a patho- 
logical fracture of the first lumbar vertebra occurred and trans- 
verse myelitis developed. Decompression of the spinal cord was 
performed. Biopsy revealed multiple myeloma of the body of 
the first lumbar vertebra (fig. 4). 


Cast 7.—A young man, 19, came to the clinic because of low 
back pain and pain in the right thigh. The pain had been present 
for a year and a half. The severity of the pain had increased, and 
coughing or sneezing occasionally had aggravated the pain. 
Exercise also had aggravated the pain, which occasionally had 
extended into the right testis. On two occasions, a sacral nerve 
block had produced relief for three to four days. That the pres- 
ence of protrusion of an intervertebral disk had been suspected 
is evidenced by the fact that a lumbar puncture had been per- 
formed previously. This had not disclosed any abnormality, and 
the patient had been referred to the clinic for myelography. 

The circumference of the mght thigh was % in. (1.9 cm.) 
less than that of the left thigh, and the Achilles reflex was absent 
on the right side. Otherwise, the results of physical examination 
were not significant. The impression was gained that the patient 
had an intraspinal lesion or an extradural neurofibroma. How- 
ever, roentgenograms of the right femur revealed the presence 
of three osteoid osteomas, similar to those found in cases 1, 2, 
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and 4, These were removed surgically, and the symptoms dis- 
appeared immediately. 

Case 8.—A man, 22, had had an acute attack of low back 
pain in April, 1950, after heavy lifting. The pain had been 
aggravated by coughing or sneezing, but it had not extended to 
other regions. A diagnosis of a protruded intervertebral disk 
had been made. The patient had worn a brace until August, 
1950, when, in spite of a normal myelogram, an exploratory 
operation had been performed for a protruded disk. It was re- 
ported that a questionable lipoma and a degenerated third lumbar 
disk had been found at the time of operation. Ten days after the 
operation, pain had occurred in the left groin and had extended 
anteriorly down the leg to the toes. Roentgen therapy had been 
applied to the lower part of the back, but it had not produced 
any improvement. The patient then had noticed a progressive 
weakness of the muscles of the left leg and beginning atrophy. 

When the patient came to the clinic in January, 1951, the pain 
was localized to the region of the left hip. All motions of the 
lower part of the spinal column and hip were limited 50% and 
were painful. Roentgenograms of the pelvis revealed a sclerosis 
of the left ilium above the left hip and some periosteal reaction 
(fig. 5). Operation, which was performed in January, 1951, re- 
vealed an eosinophilic granuloma of the left ilium. Roentgen 
therapy was used postoperatively. 

Case 9.—A man, 68, came to the clinic because of low back 
pain and right sciatic pain of two years’ duration. The pain had 
occurred suddenly after he had lifted a timber. It had been felt 
that he had typical symptoms of a protruded intervertebral disk. 
However, the pain had not been aggravated by coughing or 
sneezing. Physical examination had revealed a decreased knee 
jerk on the right side, absence of the Achilles reflex on both sides, 
and loss of vibratory sensation in the left ankle. Laminectomy 
had been performed elsewhere, and a protruded fourth lumbar 
disk had been removed. The patient had continued to complain 
of severe pain in the lower part of the back and in the right leg. 
A second operation had been performed, five months after the 
original procedure. At that time, protruded disks had been found 
at both the fourth and fifth lumbar interspaces. Because of severe 
pain, an anterior and posterior rhizotomy had been performed 
on the fifth lumbar nerve, but it had not produced any relief. 
The pain had been excruciating and had been associated with 
marked atrophy of the right leg. 

The patient was referred to the clinic for advice regarding re- 
exploration of the spinal canal and a fusion operation. He was 
a well-preserved elderly man, who walked with a pronounced 
limp in the right leg. There was marked atrophy of the right 
lower extremity. The Achilles reflex was diminished on both 
sides. The patient located his pain mainly in the region of the 
right greater trochanter. Internal rotation of the femur caused 
pain. All motions of the lumbar segment of the spinal column 
were greatly limited. Roentgenograms of the right hip revealed 
a destructive lesion in the region of the greater trochanter (fig. 6). 
Biopsy disclosed that the lesion was a chondromyxosarcoma, 
grade 2. 


Case 10.—A woman, 29, came to the clinic because of pain 
that had been present in the left hip and leg for two months, 
The onset of pain had been insidious. The pain first had been 
noted when she had coughed or sneezed during an infection of 
the respiratory tract. The pain had begun in the lower part of the 
back, extended into the left hip, and down the posterior part of 
the thigh to the popliteal space. Administration of corticotropin 
(ACTH) and penicillin had not produced any relief. 

Physical examination revealed a sciatic scoliosis on the left 
side. Right lateral bending, flexion, and hyperextension of the 
spinal column were limited 90%. Left lateral bending was not 
limited. It was felt that ithe patient had a protruded intervertebral 
disk. Contrast myelography did not reveal any abnormality. 
Because the patient seemed to be acutely ill, roentgenographic 
examination of the pelvis was repeated. It revealed some cloudi- 
ness of the lower end of the left sacroiliac joint. It was decided 
to obtain a specimen of the left sacroiliac joint for microscopic 
examination. At the time of the operation, a definite abscess was 
found. Microscopic examination revealed that the abscess was 
due to tuberculosis. Cultures of the pus were made, but the 
results were not available when this paper was written. 
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COMMENT 


These 10 cases illustrate that no one pathological 
entity is responsible for all instances of low back and 
sciatic pain. Probably, as Key ™ has stated, a large ma- 
jority of patients with these symptoms have a pro- 
truded disk. However, to say that all of these patients 
have a protruded disk is similar to saying that all pa- 
tients who have pain in the right upper quadrant of the 
abdomen have a diseased gallbladder that should be 
removed. In cases of pain in the right upper quadrant of 
the abdomen, all available diagnostic procedures are 
used to determine the underlying lesion that is responsi- 
ble for the pain. Why not apply the same care in attempt- 
ing to establish the underlying cause of low back pain and 
sciatic pain? 

By obtaining an accurate history, by making a careful 
physical examination, and by using all the indicated 
laboratory procedures that are available, one can arrive 
at a correct diagnosis of the cause of the symptoms in 
most cases, and a needless operation sometimes can be 
prevented. It must be remembered that the lesion re- 
sponsible for low back pain and pain in the leg is not 
always situated in the spinal column or spinal canal. One 
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must be prepared to look elsewhere for the lesion caus- 
ing the distress. 
SUMMARY 

Lesions that cause low back pain and pain in the leg 
are not always situated in the spinal column or spinal 
canal. In this paper, I have reported 10 cases in which 
the symptoms closely simulated those caused by pro- 
trusion of an intervertebral disk. An osteoid osteoma 
of the femur was present in four of the cases. One of the 
following lesions was present in the six remaining cases: 
glomus tumor of the leg, twisted ovarian cyst, multiple 
myeloma of the spinal column, eosinophilic granuloma of 
the pelvis, chondromyxosarcoma of the femur, and tuber- 
culous arthritis of the sacroiliac joint. 

In recent years, a diagnosis of protrusion of an inter- 
vertebral disk has been made with increasing frequency 
in cases of low back pain and pain in the leg. In such 
cases, one can usually make the correct diagnosis by 
taking an accurate history, by making a careful physical 
examination, and by using all the indicated laboratory 
procedures that are available. If physicians will always 
observe these measures, needless operations often can 
be prevented. 


UNNECESSARY OVARIECTOMIES 


STUDY BASED ON REMOVAL OF 704 NORMAL OVARIES FROM 546 PATIENTS 


James C. Doyle, M.D., Beverly Hills, Calif. 


Recently a 31-year-old mother of two children was 
admitted to a local hospital complaining of lower ab- 
dominal pain of one year’s duration. The pain was 
accentuated during the menses and coitus. It had been 
severer and had occurred more frequently during the 
three months prior to admittance. Menstruation be- 
gan at the age of 18 and occurred fairly regularly every 
28 days with periods lasting 2 to 15 days. The patient 
had been married seven years. Both her pregnancies had 
been normal, and the children were 7 and 4 years old. 
Her family history was not significant except for the 
death of her brother of melanosarcoma at the age of 
34. According to her physician, the only abnormality 
observed at physical examination was a tender mass in 
the right adnexal area; the uterus was of normal size, 
shape, and position, and cervical manipulation caused 
no particular discomfort. The clinical diagnosis was re- 
corded as right ovarian cyst with possible endometriosis. 
Bilateral salpingo-ovariectomy and subtotal hysterec- 
tomy were performed. The postoperative diagnosis was 
recorded as endometriosis; the operative report stated 
that there were bilateral chocolate cysts and that rup- 
ture on the right side occurred. during removal. The 
microscopic diagnosis, however, was follicular cyst of 
one ovary and corpus hemorrhagicum of the other; the 
uterus and the oviducts were described as grossly and 
microscopically normal. Convalescence was uneventful. 
The patient left the hospital on the fifth postoperative 
day. 

It would be prolix to analyze this case. Omission of 
(thorough study for an adequate period seems obvious, 


as does error of judgment in removal of normal ovaries. 
Indeed, this ovariectomy signifies lack of knowledge of 
ovarian physiology. 

Many hospital administrators, clinicians, and pathol- 
Ogists are concerned about unnecessary operations. The 
particular concern of this paper is the unwarranted sac- 
rifice of normal ovaries. The case cited is not at all 
unusual, as demonstrated by the statistics presented 
here. Countless articles have appeared relating to lesions 
of the ovary, their nature, their incidence, and their 
removal, but little attention has been given to removal 
of normal ovaries. Reports of large numbers of such 
cases have not been found. | have been impressed, while 
working on another project, by the seemingly excessive 
number of normal ovaries removed at the time of other 
gynecologic operations. 

These data in 546 cases involving removal of 704 nor- 
mal ovaries were selected from the 1948 surgical reports 
of various private hospitals in Los Angeles and adjacent 
cities. The study is one aspect of a survey on hysterec- 
tomies, which will be reported later. Not only unilateral 
or bilateral ovariectomy of histologically normal struc- 
tures but also hysterectomy was done in every case. A 
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critical review of ovariectomies should consider the as- 
sociated pathological gynecologic conditions; these cases 
were selected with exacting consideration of such lesions. 
From the total number of ovaries removed in cases re- 
corded during the survey, those in the following cate- 
gories were excluded: abnormal ovaries, normal ovaries 
associated with carcinoma of the uterus, of an oviduct, or 
of the other ovary; ovaries with simple cysts, some of 
which could have been follicular in type but for which 
confirmatory etiologic evidence was lacking; and ovaries 
associated with pelvic inflammatory disease. Ovaries 
removed in the presence of endometriosis presented a 
difficult decision: Normal ovaries associated with ex- 
tensive endometriosis were not included, but we did 
include normal ovaries removed in association with 
“clinical” endometriosis or endometriosis limited to the 
other ovary. 

Of the 704 removed ovaries 336 (47.7%) had no 
cyctic formation and were reported as normal. Of the 
normal variations, 137 (19.4%) were follicular cysts, 
123 (17.5%) were corpus luteum cysts, and 90 
(12.8% ) were examples of corpus hemorrhagicum. 
Fourteen (1.9% ) were of the senile, atrophic, sclerotic, 


Examples of normal ovaries and norma! physiological variations. A, 
three normal ovaries. B, an example of corpus hemorrhagicum. C, two 
specimens of corpus luteum, which is a normal physiological variation. 
D, an ovary with a large follicular cyst and a smal! corpus hemorrhagicum, 
both of which are normal variations. 


or fibrotic type, and 4 were retention or inclusion cysts 
(0.6% ). The figure illustrates examples of normal 
ovaries and of physiologic variations of normal ovaries. 


Age of Patients —Among the younger patients (table 
1), the greatest number of ovaries (230) were removed 
in patients from 40 to 45 years of age; this was to be 
expected. In the group aged 30 to 39 177 normal 
ovaries were removed, and 56 were removed in patients 
in the very early age bracket of 20 to 29. Thus, from 
375 patients between 20 and 45 years of age, 463 
ovaries were excised. Bilateral ovariectomy was done in 
88 instances, and unilateral ovariectomy in 287. In the 
171 patients more than 45 years old (table 2) ovari- 
ectomy was done unilaterally in 101, and bilaterally in 
70. 

The routine removal of ovaries during other gyne- 
cologic operations as a prophylactic or preventive meas- 
ure against future development of cancer of these organs 
has been advocated by certain physicians. Some pro- 
ponents of this view suggest the late 30’s or early 40’s 
as the ages at which removal should be considered; 
more favor 45 as the earliest age for elective ovariec- 
tomy, while a greater number recommend that the 
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- patient be at least 50 years old. Now and then a physi- 


cian recommends that prophylactic ovariectomy should 
not be done at any age. In support of this conservative 
attitude the rarity of development of cancer of the 
ovaries following hysterectomy and the low incidence 
of ovarian cancer after the age of 50 are cited. It would 
seem difficult to apply any hard and fast rule to the 
decision. I certainly would not subscribe to prophylactic 
ovariectomy before the age of 45, since many women 
have normally functioning ovaries well into the 50’s. 
However, if it is desirable that an arbitrary line be 
drawn, I should be inclined to place it at the age of 50. 

Whether lack of appreciation of ovarian physiology 
or consideration of prophylactic removal (publicized so 
widely as a measure of cancer prevention) contributed 
to the decisions to do so many ovariectomies would be 
hard to surmise. The incidence of bilateral removal may 
be significant, however. In the patients less than 46 
years of age, bilateral removal was done in 23.4% (88 
of 375 cases), while in the women aged 46 or more, it 
was done in 40.9% (70 of 170 cases). In the older 
group, the difference between the incidence of bilateral 
ovariectomy in patients aged 46 to 49 (31.2%) and 
that in those aged 50 or more (53.3%) is rather strik- 
ing. But look at the figures in another way: In the 46 to 
49 year group 66 ovariectomies were unilateral and 30 
were bilateral, but in the 50 years or more group 35 were 
unilateral and only 40 bilateral. I doubt that this would 
be considered a trend toward prophylactic removal. 

Symptomatic Considerations—The symptoms pre- 
sented preoperatively by these patients whose ovaries 
were removed are listed in table 3. Symptomatic con- 
siderations conceivably could be offered as justification 
for removal of normal ovaries. It would be difficult, in a 
survey of this kind, to correlate the symptoms that are 
purely ovarian in origin. Since normal ovaries were 
removed, it is felt that causes for the complaints pre- 
sented must be extra-ovarian in the great majority of 
instances. Normal ovaries, follicular and corpus luteum 
cysts, and corpus hemorrhagicum seldom produce 
symptoms. A few exceptions, rarely encountered, are as 
follows: Pain in the lower abdomen associated with 
ovulation (mittelschmerz) can occur in the absence of 
a pathological condition. Occasionally a large, heavy, 
but still normal, ovary may be prolapsed into the cul-de- 
sac, thereby causing dyspareunia. Excessive intra- 
abdominal hemorrhage may occur as the result of rupture 
of a follicular or corpus luteum cyst or of a corpus hem- 
orrhagicum. A corpus luteum cyst may persist, the 
“corpus luteum persistens,” resulting in amenorrhea. 
Even true cysts and the majority of neoplasms are silent 
except in the presence of complications such as incar- 
ceration or torsion of the pedicle. 

In gynecologic practice the two commonest symptoms 
for which patients consult their physicians are bleeding 
and pain. Bleeding was the complaint of 461 patients 
(84.4% ). It was the only complaint of 75 (13.7%) 
who were subjected to ovariectomy. Abdominal or pel- 
vic pain was present in 247 patients (45.2%); in 66 
(10.9% ) of these, it was the only complaint recorded. 
Dysmenorrhea was recorded for 63 (11.5% ) and back- 
ache for 52 (9.3%). 
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The cause of pain is one of the most elusive and most 
difficult of diagnoses. Conditions other than gynecologic 
disorders that produce pain in the pelvic region should 
be kept in mind, such as lesions of the urinary tract, 
the colon, and the appendix, diverticulitis, and condi- 
tions affecting the back, as spondylolisthesis, sacroiliac 
disease, and radiculitis. One should be aware, also, of 
clinical entities resulting from states of stress, strain, and 
tension, and be alert to recognize the constitutionally in- 
adequate patient. 

Eighteen patients (3.2% ) told their physicians they 
had a “tumor”; many undoubtedly had been informed 
of the presence of a tumor at previous examinations, but 
some were asymptomatic and, in a few instances, the 
diagnosis was not substantiated. No symptoms at all 
were recorded in 47 (8.6%) of the case histories. 
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In only 7 of the 546 cases (1.2%) was a preopera- 
tive diagnosis omitted. But in inspecting this list of so- 
called reasons for surgical intervention, evidence of 
doubt and indecision from a diagnostic viewpoint is obvi- 
ous. It will be noted that dysmenorrhea, anemia, and 
vaginal bleeding, which truly should be regarded as 
symptoms, were recorded in the case histories as preop- 
erative diagnoses. There were 23 cases in these three 
categories, and if to these are added the 16 instances of 
adhesions that, with the possible exception of those 
causing intestinal obstruction, rarely are surgical indica- 
tions, there were 39 (6.9% ) nebulous diagnoses. 
Associated Pathological Conditions.—The gross and 
histopathological description of organs and tissues re- 
moved in addition to normal ovaries (tables 1 and 2) 
are given in table 5. The incidence listed refers to the 


TarLe 1.—Unilateral and Bilateral Ovariectomies in Patients Aged Twenty to Forty-Five 


Age 20 to 29 Age 30 to 39 Ave 40 to 45 Total (Age 20 to 45) 
A 
Ovaries Ovaries Ovaries Ovaries 
Normal Variations of No. No. No. No, 
Removed Ovaries One Both Pts. One Both Pts, One Both Pts, One Both Pts. % * 
EE Givens doveccenctsouates beens e 8 8 16 30 15 45 29 37 66 67 60 127 40.4 
SND GEG cndecdesrsesccdccccees 10 1 ll 30 8 38 37 4 41 77 13 100 22.3 
oo rr 6 1 7 41 2 43 39 1 40 86 4 99 20.3 
Corpus hemorrhagicum ............. 9 1 10 17 4 21 26 5 31 §2 10 62 15.5 
Senile, atrophic, sclerotic, fibrotic.. l - 1 1 ee 1 1 1 2 3 1 4 $3 
Retention, inclusion cyst............ es oe re ee oe 2 oe 2 2 2 0.4 
34 ll 45 119 29 148 134 48 182 287 88 875 100.0 
* Incidence of removal of each type of ovary in relation to total number of ovarics (463) removed in patients aged 20 to 45, 
TasLe 2.—Unilateral and Bilateral Ovariectomies in Patients Aged Forty-Six Years or More 
Age 46 to 49 Age 50 or More Total (Age 46 or More) 
Ovaries Number Ovaries Number Ovaries Number 
Removed Ovaries One Both Patients One Both Patients One Both Patients % * 
l4 25 39 17 34 51 31 59 90 61.9 
18 2 20 3 2 lu 26 4 30 14.1 
19 2 21 1 5 23 3 26 12.0 
Corpus hemorrhagicum............0ce-e-eeeeeeee ll 1 12 5 ee 5 16 1 17 7.5 
Senile, atrophic, sclerotic, fibrotic............... 2 ee 2 1 3 + 3 3 6 3.7 
Retention, inclusion 2 ee 2 oe ee 2 2 0.8 
Total 66 30 96 40 75 101 79 171 100.0 


* Incidence of removal of each type of ovary in relation to total number of ovaries (241) removed in patients aged 46 years or more, 


Many of the operations in these cases could, of course, 
have been deemed advisable on the basis of asympto- 
matic lesions discovered during routine pelvic ex- 
amination. 

Preoperative Diagnoses——The physician’s observa- 
tions at pelvic examination and/or the clinical preop- 
eralive impression are recorded in table 4. The preop- 
erative diagnosis of fibroids and of inflammatory disease 
involving the adnexae vie for first place in frequency in 
certain localities, generally areas served by charity and 
semicharity hospitals. In private hospital statistics, how- 
ever, after fibroids, endometriosis and adenomyosis take 
precedence in most instances. Thus it would seem that 
the preoperative diagnosis of ovarian cyst as second in 
frequency (20.5% ) is rather unusual. That the accuracy 
of such a preoperative diagnosis in so many cases may 
be questioned is substantiated in the analysis of patho- 
logical diagnoses. 


number of times each diagnosis was made in the total 
series Of 546 cases; however, more than one diagnosis 
was recorded in some cases. Multiple anatomic diag- 
noses often appear on the pathologist’s reports, es- 
pecially in gynecologic conditions. 

In 85 case histories (15.5% of the total) no patho- 
logical condition of associated structures was recorded, 
or, to be more precise, normal ovaries were removed 
in the absence of other pathological conditions that 
might have been offered as indications for the ovariec- 
tories. Another revealing figure is the incidence of clin- 
ical endometriosis, 26 cases (4.7% ). This may be ex- 
plainable by the following possibilities: The history may 
have been suggestive, gross evidence of ectopic endo- 
metrial implants may have been observed at the time of 
operation, or a biopsy submitted for study that could net 
be identified specifically as endometriosis was entered as 
such on the report, thereby extending benefit of doubt to 


148 
52 


1168 


UNNECESSARY OVARIECTOMIES—DOYLE 


the surgeon. A point not brought out in the table (the 
extent of data available in the survey has prohibited 
complete tabulation of detail) that warrants recording as 
evidence of mismanagement or misunderstanding of 
Ovarian physiology concerns the ages of the patients in 
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and reproductive function in the absence of any lesion 
other than ectopic endometriosis. 

Equally questionable are ovariectomies in the pres- 
ence of only adhesions, atrophic endometrium, or endo- 
metritis. Thus a total of 60 patients (10.9% ) had only 


TABLE 3.—Symptoms Before Ovariectomy 


Age 
Symptoms 20-29 30-39 40-45 46-50 Over 50 Total No. % * 
Bleeding: 
Pain: 
Feeling of pressure and/or weight in abdomen, pelvis, or bladder...... és 12 15 11 9 47 8.6 
Mass in: 
Feeling of bearing down and/or prolapse..............cccceecccceeuucees ee 4 5 5 4 18 3.2 
3 4 8 1 16 2.9 
Frequency, nocturia, dysuria and/or stress incontinence..............0. : 4 3 3 ) 15 2.7 
2 5 5 12 2.1 
1 1 1 3 0.5 
* Incidence in 546 cases. Some patients complained of more than one symptom. 
TABLE 4.—Physicians’ Diagnoses Before Ovariectomies 
Age 
| 
20-29 30-39 40-45 46-50 Over 50 Total No. % ° 
1 21 10 8 4 44 8.0 
ven tte 4 5 5 22 4.0 
1 1 1 3 05 


* Incidence in 546 cases. More than one diagnosis was recorded in some instances. 


whom normal ovaries were removed in the presence of 
“clinical” endometriosis alone. Six of these women were 
in their 20’s, 7 were in their 30’s, and 12 were in the 
group aged 40 to 45. In each of these patients one or 
both ovaries and the uterus were removed. There would 
seem little justification for this sacrifice of endocrine 


clinical endometriosis, adhesions, atrophic endometrium, 
or endometritis as the associated lesions to account for 
the removal of normal ovaries. There were seven pa- 
tients (1.2%) in whom pregnancy or the retention of 
products of pregnancy was the only associated condition; 
additional observation and more conservative medical 
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care would seem preferable to ovariectomy in such cases. 


In 62 instances polyps (11.3%) and in 60 endo- 


metrial hyperplasia (10.9% ) were accompanying diag- 


noses. These two conditions not infrequently are the 


cause of menstrual aberrations, but they should be 
treated by such minor procedures as curettage as the 
first step, with definitive surgical intervention reserved 
for failure to respond. ; 

Ovaries are removed unnecessarily all too frequently 
in pelvic inflammatory disease. Many physicians unques- 
tionably are concerned about the future ovarian blood 
supply. The ovary, however, is known to be innately 
resistant to infection. Oftener than not the infection is 
limited to the periphery and the ovary returns to its 
normal state shortly after extirpation of the infected 
oviducts and the entire uterus. Unfortunately, some 
physicians view the problem from the standpoints of 
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Ovaries are normal and which are abnormal or diseased 
is considered. When the pathological report describes a 
removed ovary as a follicular cyst, a corpus luteum cyst, 
a hemorrhagic cyst (corpus hemorrhagicum), or as 
senile or atrophic, without indicating that these are 
physiological variations of the normal organ, the report 
undoubtedly appeases the conscience of the surgeon. 
Would it not be preferable that all pathologists insert the 
words “normal ovary, normal oviduct, or normal uterus” 
in addition to the precise anatomic or anatomic-physio- 
logical description when such is the fact? The adoption 
of such a policy could conceivably serve as a deterrent 
to the persistence of some of the surgical evils known to 
exist today. 

Classification of Physicians.—In some hospitals most 
surgical procedures of the type discussed here are per- 
formed by general practitioners, while in others most 


TABLE 5.—Associated Conditions in Patients Subjected to Ovariectomies 


Age 

20-29 30-39 40-45 46-50 Over 50 Total No. % * 
7 51 92 68 41 259 47.4 
5 24 35 18 11 93 17.0 
No pathological condition..............ccceececeeeceeccvece 12 35 24 6 8 85 15.5 
IIE DAGRb605050000606.06000600060003000000456000000088 1 10 29 12 15 67 12.2 
2 10 22 22 6 62 11.3 
3 17 17 13 10 60 10.9 
7 13 15 8 3 46 84 
2 16 10 8 5 41 7.5 
6 7 12 ee 1 26 4.7 
3 8 6 1 ee 18 3.2 
1 7 5 4 17 3.1 
Cystadenomas, benign: pseudomucinous, serous, papillary 1 1 5 2 1 10 1.8 
Endometriosis of ovary Or 2 2 3 1 1.6 
OF 3 2 2 di 1.2 
1 2 2 5 0.8 
gd oe 1 2 2 5 08 
8 1 4 0.7 


Brenner tumor, ovary 


bo 
= 


* Incidence in 546 cases. More than one diagnosis was recorded in some Cases. 


conservation of time and facility of removal, which are 
often neither tenable nor logical. Surgical intervention, 
nevertheless, is necessary at times. The advent of hor- 
mone therapy seems to have engendered an attitude of 
decreased concern with ovarian conservation. This 
tendency to remove organs that could continue to func- 
tion normally, it is felt, is to be deplored. 

Preoperatively ovarian cyst was diagnosed in 112 
cases. The pathological reports record only 22 cases of 
actual ovarian cysts and 9 instances of ovarian or tubal 
endometriosis, some of which may have suggested the 
presence of an ovarian cyst. This accounts for only 31 
lesions to substantiate the 112 preoperative diagnoses. 
Oftentimes such diagnostic error could be obviated by 
preexamination enemas and catheterizations of the blad- 
der, and by rechecking at intervals. 

Before concluding this section dealing with patho- 
logical diagnoses, I feel it might be in order to comment 
on the wording of pathological reports. The point has 
significance in the study when the question of which 


are performed by general surgeons. Rarely is the special- 
ist responsible for the majority of gynecologic operations 
in any one hospital. In the cases analyzed here collab- 
oration between the various physicians was indicated in 
some instances: a general practitioner collaborated with 
a general surgeon, or a general practitioner with a 
specialist. The majority of these operations (280 cases 
or 51.3% ) were performed by general surgeons, while 
156 (28.6% ) were done by general practitioners and 
110 (20.1%) by specialists. 

Illustrative Cases.—Table 6 illustrates well the theme 
of this discussion, mismanagement and/or unnecessary 
removal of ovaries. These 15 patients were between the 
ages of 22 and 33. Three had.no pathological lesions or 
relaxations (cases 1, 11, and 13), and two had no gyne- 
cologic symptoms (cases 10 and 14). In 12 (80% ) the 
preoperative diagnosis was not substantiated. One ovary 
was removed in seven cases, and in the other eight both 
ovaries were removed; in all 15 a ,hysterectomy was 
done. 
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In 7 of the 15 cases less definitive measures, such as 
medical management and observation, cervical biopsies, 
curettage, and cervical cauterization, would have suf- 
ficed (cases 6, 7, 9, 10, 11, 12 and 13). Far too often 
a normal ovary is sacrificed along with a tubal preg- 
nancy. The rationale for bilateral ovariectomy is per- 
plexing in cases 4 and 5, particularly since the patients 
were but 28 and 23 years old, and the pelvic organs were 
otherwise normal. 

Although this discussion pertains primarily to indica- 
tions for ovariectomy, the problem cannot be dissociated 
in the presence of endometriosis. The case described at 
the beginning of the paper and cases 2, 9, and 15 (table 
6) demonstrate clearly the urgent need for a greater 
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a presacral neurectomy rather than the ablative procedure 
might have solved the problem satisfactorily. 

One final comment in regard to this table concerns 
case 3, in which a normal ovary with a corpus luteum 
cyst was removed along with a pregnant uterus; the pre- 
operative diagnosis was endometrial cyst and adenomyo- 
sis. Occasionally an embarrassing situation arises when 


‘the physician has been misled by tlfe patient, innocently 


Or intentionally, in a desperate effort to circumvent her 
pregnancy. The results of the hormone pregnancy test 
may be misleading also; too much reliance should not 
be placed on such tests. Moreover, the existence of a 
pregnancy may be overshadowed by the presence of 
fibroids. 


TABLE 6.—Examples of Mismanagement and/or Unnecessary Ovarian Sacrifice 


Classifiea- 
tion of 
Case Age Operation * Physician ¢ Ovaries 
1 28 Salp-ooph G.S. Follicular cyst 
2 80 Salp-ooph, G.S. 
bilateral Endometrial cyst 
3 24 Salp-ooph G. P. Corpus luteum cyst 
4 28 Salp-ooph, G.S. Normal 
bilateral Corpus luteum cyst 
5 23 Salp-ooph, Sp. Normal 
bilateral Corpus luteum of 
pregnancy 
6 28 Salp-ooph Sp. Corpus hemor- 
rhagicum 
7 31 Salp-ooph G.P. Corpus luteum of 
pregnancy 
8 22 Salp-ooph, a. P. Follicular cyst 
bilateral Dermoid cyst 
9 23 Salp-ooph, Sp. Corpus hemor- 
bilateral rhagicum bilateral 
10 82 Salp-ooph, G. P. Follicular cyst, bi- 
bilateral 
ll 33 Salpingec., G.S. Corpus luteum cyst 
bilateral 
Ovariectomy 
12 30 Salp-ooph, G.P. Follicular eyst 
bilateral Corpus luteum cyst 
13 22 Salp-ooph G.S. Corpus luteum eyst 
14 25 Salp-ooph, Normal, bilateral 
bilateral 
15 32 Ovariectomy G.S. Corpus luteum eyst 


Associated Preoperative 


Conditions 
None 
None 
Pregnant uterus 
Ectopic pregnancy, 
ruptured 
Ectopie pregnancy, 
iducal 
Polyp, fundal 
Uterus with placental 
tissue 
None 
Endometriosis, 
clinieal 
Endometrial hyper- 


Chronie metritis 
None 


Chronie cervicitis 
None 


Chronie cervicitis 
Fibroids, small 
Adenomyosis 


Symptoms t 
Pain, L.L.Q. 
Pain, lower abdomen 
Dysmenorrhea 
Dysmenorrhea 
Irregular menses 
Dyspareunia 
Pain, R.L.Q. 
Vaginal spotting 
Pain, lower abdomen 
Irregular menses 


Pain, R.L.Q. 
Dysmenorrhea 
Pain, pelvic 
Menorrhagia 
Metrorrhagia 
Swelling, abdomen 
Pressure, lower abdo- 
men 
Pain, pelvie 
Menorrhagia 
Metrorrhagia 
None 


Pain, lower abdomen 
Metrorrhagia 
Frequency 

Pain, R.L.Q. 
Dysmenorrhea 
Vaginal discharge 
Pain, R.L.Q. 
Vaginal discharge 
Irregular menses 
Eye trouble 


Pain, pelvie 
Pressure, pelvie 


Diagnosis 
Ovarian cyst 
Pelvie adhesions 


Endometrial cyst 
Adenomyosis 


Ectopie pregnancy, 
ruptured 

Ectopic pregnancy 
Retroposition 


Ovarian cyst 
Ovarian eyst 
Salpingitis 


Fibroids 

Chronie cystie 
rvicitis 

Chronic salpingitis 


Ovarian cyst 
Endometriosis 
Salpingitis 


Tubo-ovarian cyst 


Salpingitis 


Ovarian 


* Salp-ooph = removal of ovary and oviduct. Hysterectomy also was done in each instance. 
+ G. S. = general surgeon; G. P. = general practitioner; Sp. = specialist. 


? R.L.Q. = right lower quadrant; L.L.Q. = lett lower quadrant. 


understanding than now exists of the basic factors in 
regard to endometriosis, especially the pathological and 
therapeutic aspects. A decade or more ago less conserva- 
tive surgical treatment of endometriosis was not uncom- 
mon. The attitude of many gynecologists, however, is 
preservation of endocrine and reproductive function 
whenever possib‘e, particularly in younger patients in 
whom the process is not too extensive. But when bi- 
lateral ovarian destruction and/or adjacent sigmoidal 
or rectal inVasion is encountered, conservatism is not 
always feasible or possible. The endometrial cyst in case 
2 and the dermoid cyst in case 8 should have been treated 
by unilateral ovariectomy, thus preserving the other nor- 
mal ovary in each instance. In cases 9 and 15 observation 
and conservative therapy would seem more logical than 
bilateral ovariectomy, but if, after a reasonable trial of 
conservative treatment, the symptoms were not relieved, 


AVOIDANCE OF DIAGNOSTIC ERRORS 


Most diagnostic errors are the result of either haste or 
indecision. Such mistakes can be avoided by observing 
the principles essential to accurate gynecologic diag- 
nosis. Diligence and sound judgment must be exercised. 
There must be meticulous elicitation of the history and 
complete physical examination, including a thorough 
and careful inspection of the pelvis, correlated with re- 
sults of such laboratory tests and procedures as are indi- 
cated. Ovarian disease, particularly, may often be 
confirmed or eliminated by certain adjunctive measures 
such as preexamination enemas and catheterizations of 
the bladder. There are few instances in which haste is ac- 
tually essential. One should check and recheck the diag- 
nosis at intervals, even by examination with the patient 
under anesthesia, before deciding that surgical interven- 
tion is warranted. 
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The women of America seek reassurance primarily in 
regard to cancer, real or imaginary. The light of public 
opinion shines brightly today on the achievements of 
medical science. There is especial interest in gynecologic 
operations. This attitude has been brought about by the 
educational programs of medical societies and other 
organizations, by articles in the press and in women’s 
periodicals, and by radio and television programs. Our 
patients’ faith and trust will be justified so long as we 
are professionally and intellectually honest with both 
them and ourselves. It is but a decade or two ago that 
patients visited the physician only as a last resort, and 
frequently in the terminal stages of disease. Teday more 
and more patients seek examination periodically. The 
periodic examination is futile unless incipient conditions 
are detected early and the proper therapy is recom- 
mended promptly when a correct diagnosis has been 
made. The responsibility to their patients in this regard 
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is exceedingly great for both the general practitioner and 
the general surgeon, who are consulted earlier and of- 
tener than the specialist. 


SUMMARY 


A survey of 546 gynecologic operations with removal 
of 704 normal ovaries is reported. These data were col- 
lected from hospital records for 1948 in Los Angeles and 
adjacent cities. Comparative statistics are presented on 
the ages of the patients and their complaints, preoper- 
ative observations and diagnoses, the normal variations 
of the ovaries removed, the associated lesions, and a 
classification of the physicians performing the operations. 
Illustrative cases are tabulated. The statistics are dis- 
cussed and comment is made on typical cases. The pur- 
pose of the paper is to call attention to the unwarranted 
sacrifice of normal ovaries. 
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REEVALUATION OF COMMON UTERINE OPERATIONS 


Stuart Abel, M.D., Chicago 


It is not an unusual experience for anyone engaged 
in the practice of a medical specialty to encounter a 
patient who, in the light of current therapeutic standards, 
has received some inadequate, obsolete, or unnecessary 
treatment. For the gynecologist, some of whose thera- 
peutic concepts have recently changed materially, such 
an experience is common. 

Our attitude toward hysterectomy when the chief func- 
tion of the uterus has been completed in women near or 
in the climacteric age has changed. Removal of the uterus 
in these patients is practiced more readily today. The 
advent of cytologic smears, the trend toward vaginal 
hysterectomy, and the change in our attitude toward un- 
complicated uterine retrodisplacement are also among 
the factors that have modified the therapeutic perspective 
with regard to uterine procedures. 

Because this therapeutic perspective is so rapidly 
changing and because such change is reflected in the 
choice of therapeutic procedures, a reevaluation of some 
of the commoner procedures on the uterus seems 
indicated. 

CERVIX 


1. Cauterization and Conization.—Eiectrocauteriza- 
tion of an erosion of the vaginal portion of the cervix or 
of the endocervix in cases of endocervicitis is indicated in 
most cases because of the mucoid or mucopurulent dis- 
charge that is present. In every case such treatment is 
prefaced with a careful cytologic study of the cervical 
smear and with biopsy of any areas that might excite 
suspicion of cancer. After a negative cytologic and/or 
pathologic report, the electrocautery is employed in the 
office to eradicate the area of erosion on the pars vagi- 
nalis. While it is possible in some instances to introduce 
the electrocautery tip into the cervical canal in the treat- 
ment of endocervicitis, it is often more satisfactory to 
perform this procedure after adequate dilation of the 
cervix under thiopental anesthesia. Thorough dilation of 
the cervix allows better access to the entire cervical 


canal and facilitates drainage. I prefer linear cauteriza- 
tion of the endocervix to conization, which I feel is too 
destructive and thus more conducive to ultimate cervical 
stenosis and stricture. 

It has been my experience that chemical cauterization 
with silver nitrate, acetic acid, trichloracetic acid, or 
other agents is ineffective. This is understandable in the 
case of a deep-seated infection of the endocervical mu- 
cosa and its mucoid secreting glands either within the 
cervical canal (endocervicitis) or aberrantly on the pars 
vaginalis (erosion) (usually both are present). It is 
therefore not surprising that mere surface application of 
chemicals fails to eradicate the trouble. Indeed, the in- 
volvement is so deep-seated in most cases as to involve 
not only the mucous membrane but the fibrous tissue 
beneath. The term “cervicitis,” instead of “endocervi- 
citis,” is perhaps more appropriate and should include 
erosion as well. The same considerations serve to explain 
a similar lack of success with the use of topical cervical 
applications and vaginal insufflations of penicillin, aureo- 
mycin, and other antibiotics. 

Summarily, [ now employ the electrocautery in the 
treatment of cervicitis including erosion. Linear cautery 
of the endocervix is preferred to conization. I do not 
employ chemical cauterization or local medicinal appli- 
cations to the cervix in these conditions. 

2. Incision or Excision of Nabothian Cysts.—A 
Nabothian cyst is a retention cyst of a cervical gland. 
Such a cyst rarely attains appreciable size and even more 
rarely interferes with uterine drainage. It is the innocu- 
ous result of an obstructed endocervical gland which is 
usually seen as a bleb on the cervix. If punctured a gob 
of mucus is released. Such cysts usually are seen in asso- 
ciation with a healing erosion. It is believed that while 
the obstruction of the gland duct occasionally may be 
the direct result of infection from debris and edema, it is 
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more often the result of healing, during which process 
sheets of squamous epithelium grow over the glands and 
seal their contents. In other words, in most instances 
Nabothian cysts are the result of healed or healing ero- 
sions and as such do not require any special treatment. 
Neither incision nor excision is necessary. If, however, 
there is associated active erosion and cervicitis for which 
electrocautery is proposed, the accompanying Nabothian 
cysts are burned out to remove the buried, enlarged 
glands and to facilitate healing. These structures should 
be recognized as innocuous and insignificant. They cer- 
tainly do not require surgical intervention. 

3. Excision of Cervical Polyps.—Cervical polyps are 
soft, red, highly vascular, mobile growths, attached 
usually within the cervical canal by a pedicle. Occasion- 
ally single, but more often multiple, polyps are associated 
with cervicitis, which in most instances is thought to be 
their cause. Per se they are pathologically of little im- 
portance, but, because of possible confusion with car- 
cinomas, they are ever a potential hazard and must be 
approached with caution. The confusion with the carci- 
noma should not be one arising from the gross pathologic 
characteristics which are different in the two conditions 
but may well arise from the fact that both entities are 
characterized by abnormal uterine bleeding. In both 
instances the bleeding may be spotty in nature, intermen- 
strual, and/or postcoital. Furthermore, with the above 
type of bleeding, even in the presence of an obvious 
cervical polyp, one must never ignore the possibility that 
carcinoma exists. It is assumed to be present until ruled 
out. 

Prior to the addition of the cytologic smear to the diag- 
nostic armamentarium, the policy was to remove cervical 
polyps only in the hospital with thorough dilation and 
evaluation of the cervical canal under anesthesia. Since 
the advent of the smear, it is justifiable to remove a pro- 
truding, easily accessible polyp in the office, if such re- 
moval is preceded by a cytology report negative for can- 
cer. Electrocautery is used to effect hemostasis at the base 
of the polyp and to eradicate the associated cervicitis. 
Of course, complete pathologic study of the tissue re- 
moved is imperative. If there is any more bleeding fol- 
lowing this procedure, hospitalization with dilation, 


examination of the endocervical canal, and curettage of — 


the endometrial cavity is indicated. 


4. Trachelorrhaphy.—I have used this procedure less 
and less and have practically abandoned it. In the past 
it has been performed for a variety of indications. 

A. Asymptomatic Lacerations: A cervical laceration 
that is producing no symptoms and is uncomplicated by 
additional cervical pathology requires no surgical inter- 
vention. While there is a higher incidence of carcinoma of 
the cervix in multiparous patients in whom obstetric cer- 
vical trauma is thought to be a factor, there is insufficient 
evidence to incriminate the torn cervix as the cause of 
cervical carcinoma. Repair or amputation as a prophylac- 
tic measure does not seem warranted. In the absence of 
symptoms, I leave them alone. 

B. Laceration with Pain: When lacerations of the 
cervix extend into the lateral vaginal fornices or beyond 
into the broad ligaments, there may be resulting scarring, 
fixation, and pain. If the pain is sufficient to demand 
attention, repair or even amputation of the cervix seems 
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inadequate to relieve the symptom. The pain results from 
the tearing and scarring of the deeper parametrial tissues 
and is most marked as dyspareunia. Therefore, it might 
be expected that nothing short of hysterectomy will re- 
lieve it. In most cases of scarring in the fornices and 
parametria, nothing need be done. If the pain requires 
surgical intervention, I prefer hysterectomy. 

C. Laceration and Spontaneous Abortion: Surgical 
repair of the torn cervix has been advocated to prevent 
spontaneous abortion of a subsequent pregnancy. While 
it is possible for a severe cervical laceration to bear such 
an etiological relationship, it is exceedingly difficult to 
prognosticate it. Certainly most of the time pregnancy is 
carried satisfactorily and nothing need be done to the 
cervix. Even in the event of one or more spontaneous 
abortions in the patient with a cervical laceration, repair 
of the lesion is not necessarily an indicated procedure 
in preventing another. Spontaneous abortion is much 
likelier to be the result of maldevelopment of the products 
of conception than to be due to the laceration of the cer- 
vix, even if the latter is present. In such cases a subse- 
quent successful pregnancy is to be expected with or with- 
out repair of the cervical laceration. In cases of repeated 
or habitual abortion it seems probable that some under- 
lying and as yet poorly understood endocrinopathy is 
responsible, rather than the more evident cervical lacera- 
tion. In these cases the results of trachelorrhaphy are 
unsatisfactory. In general trachelorrhaphy is rarely 
indicated in the proposed prevention of spontaneous 
abortion. 

5. Amputation.—This is another procedure that I 
have practically discontinued. In the years 1935 to 1939 
cervical amputation was performed in 7% of all gyneco- 
logic operations at Passavant Hospital. From 1945 to 
1949 the percentage had dropped to 4.5. In 1950 ampu- 
tation of the cervix was performed in but 1% of gyneco- 
logic operations. A brief statement follows relative to 
the conditions for which it has been performed in the 
past. Mention has already been made of its former use 
in the treatment of cervical lacerations. 

A. Leukorrhea: Leukorrhea of cervical origin is 
mucoid or mucopurulent in character and may originate 
from the pars vaginalis or the endocervical canal or, as 
is commonly the case, both. As previously described, the 
treatment is electrocauterization, which in the large 
majority of instances is adequate. In severe, persistent 
cases cervical amputation rarely may be performed as a 
last resort, but in such unusual cases hysterectomy should 
be considered. 

B. Amputation of the “Raw,” “Bleeding,” “Un- 
healthy” Cervix: I had formerly used the preceding terms, 
which are in a sense effectively descriptive; however, as 
recently pointed out by Dr. Arthur Curtis, they are clin- 
ically unscientific and pathologically meaningless. To re- 
move a cervix because it is “raw,” “bleeding,” or 
“unhealthy-looking” is to operate without any basis of 
scientific rationale. It is imperative to establish a patho- 
logic diagnosis in any such cases by the use of cytologic 
smears and biopsies. Erosions, cervicitis, polyps, and 
lacerations must all be identified separately or collectively , 
and treatment or no treatment employed as indicated 
previously. The possibility of cervical carcinoma always 
must be kept in mind. It must be ruled out or definitely 
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established as a diagnosis before any procedure is done to 
the cervix, even though it be only cauterization. To 
amputate an “unhealthy” cervix, that is subsequently 
found to contain carcinoma is gross mismanagement and 
a therapeutic blunder. I feel that under no circumstances 
does amputation of the cervix have a place in the treat- 
ment of clinical cancer. 

C. Cervical Amputation in Conjunction with Vaginal 
Plastic Operations: Cervical amputation as a part of 
vaginal plastic operations (as in the Manchester or 
Fothergill procedure, of which it is an integral part) 
until recently has been done by some of us occasionally. 
In a sense, it was in such instances that amputation of the 
cervix made its last-ditch stand as a procedure of any 
importance. With the current shift away from such 
“intermediate” procedures to vaginal hysterectomy, cer- 
vical amputation has practically been abandoned. 


CORPUS 

1. Abdominal Total Versus Abdominal Subtotal Hys- 
terectomy.—One of the most striking changes over the 
past several years has been the attitude relative to ab- 
dominal subtotal (supravaginal or supracervical) hyster- 
ectomy. The transition has been away from subtotal 
toward total hysterectomy, gradual at first but accelerated 
during the last few years, until today the propriety of 
leaving the cervix behind in any case is questioned. In the 
years 1935 to 1939, 61% of abdominal hysterectomies 
performed at Passavant Memorial Hospital were sub- 
total. Ten years later, jn the years 1945 to 1949, the per- 
centage had dropped to 7, while in 1950 the figure was a 
mere 2%. 

Perhaps the only justification for leaving the cervix is 
in the rare emergency where the saving of a few minutes 
becomes of vital importance. Other arguments advanced 
in support of abdominal subtotal hysterectomy seem 
unimportant or irrelevant. Certainly the presence or ab- 
sence of the cervix does not affect the sexual desire or 
its gratification. A carefully done abdominal total hys- 
terectomy does not produce distortion, shortening or 
scarring of the vaginal vault to the point of mechanically 
interfering with coitus or of producing dyspareunia, and, 
of course, the cervix is not essential to accomplishing 
an orgasm. It is my belief that the removal of the cervix 
does not predispose toward prolapse of the vaginal vault 
or postoperative complications to the ovary. 

On the other hand, I feel that prolapse of the cervical 
stump is perhaps likelier to occur than prolapse of the 
vaginal vault following abdominal total hysterectomy. 
Furthermore, the cervix is frequently the source of both- 
ersome leukorrhea, and, while this problem may be en- 
tirely divorced from the pathology for which hysterec- 
tomy is being proposed, it remains if the cervix is not 
removed. 

If the cervical stump is of no value, which is my belief, 
it seems not only irrational but hazardous to leave it after 
removal of the corpus. It is not only likely to be the source 
of bothersome discharge or to prolapse but it may be the 
site of other pathology, including carcinoma. Since the 
cervix is the most frequent site of genital cancer, it seems 
logical to remove it with the corpus at the time of the 
abdomina! hysterectomy. There is no reason to leave it 
behind, and it is the source of potential trouble. 
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The very nature of the pathology for which removal 
of the uterus is indicated in many cases makes abdominal 
total hysterectomy imperative. Of primary consideration 
in this connection is carcinoma of the endometrium, for 
which abdominal total hysterectomy plus bilateral sal- 
pingo-oophorectomy must be done. Pelvic endometriosis 
when the extent of the pathology has caused fixation of 
the cervix with resulting symptoms may require interven- 
tion. If removal of the corpus with or without the removal 
of the ovaries is proposed, the cervix should likewise be 
removed. Fixation of the cervix may be the result of 
previous pelvic inflammatory disease as well as endo- 
metriosis, and, in such cases where surgery may be re- 
quired, abdominal total hysterectomy is again indicated. 
Furthermore, specific neisserian infections occasionally 
still may leave chronic cervicitis as a part of the “resi- 
due,” even with modern treatment. Such cervices must 
not be left behind if abdominal hysterectomy is found to 
be necessary for pain and/or bleeding from the residues 
of such infections. 

The increased incidence of surgical trauma to the uri- 
nary tract at abdominal total hysterectomy has been 
advanced as an argument for performing subtotal 
hysterectomy. I feel that this need not and should not be 
a consideration. With a little care, such increased hazard 
can be minimized. With careful bladder reflection, in- 
cision of the peritoneum, and adequate dissection of the 
bladder from the cervix in a downward direction in the 
proper plane of cleavage, the danger to the bladder can 
practically be eliminated. Likewise, if each clamp on the 
cardinal ligaments is placed mesially to the pedicle of the 
uterine vessels, the ureters will “fall” laterally and escape 
injury. Anyone qualified to open the abdomen and per- 
form a subtotal hysterectomy can and must be qualified 
to execute complete removal. According to the present 
concept, except in the most unusual circumstance, it is 
an inadequate procedure to omit removal of the cervix 
at abdominal hysterectomy. 


2. Fundectomy or Defundation Operations.—In the 
Strict sense this procedure is another type of subtotal 
Or supracervical hysterectomy. Fundectomy is a term 
usually used to describe a high amputation of the body of 
the uterus wherein the lower portion of the corpus is left 
intact. In the past, fundectomy was performed for vari- 
ous reasons. It was formerly advocated fot removal on 
occasion of a retrodisplaced uterine corpus, for hyper- 
menorrhea, for removal of fibroids in the fundus, and as 
a means of sterilization. As will be discussed later, the 
present concept of uterine retrodisplacement is such as to 
dictate nonsurgical intervention in the great majority of 
instances. 

Hypermenorrhea is, of course, a symptom, not a dis- 
ease. Prior to any type of surgical intervention in a patient 
who presents this symptom, a diagnosis must be estab- 
lished and the appropriate treatment instituted. In those 
cases in which no organic pathology is detected and in 
which a diagnosis of ideopathic or functional (or dys- 
functidnal) bleeding is made, conservative, nonoperative 
management is indicated first. If, in spite of conservative 
supportive measures, such bleeding continues to a degree 
where operative intervention is imperative, total hyster- 
ectomy, not fundectomy, is performed. I prefer the 
vaginal route whenever possible. 
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With regard to fibroid tumors in the fundus, it can be 
said that, if any surgery is warranted, either myomectomy 
or total hysterectomy is indicated, depending on the cir- 
cumstances in the individual case. The decision to per- 
form a myomectomy in such cases is predicated on the 
patient’s desire and presumed ability to bear children. 
To remove the fundal portion of the uterus with the 
cornua and interstitial portions of the tubes in such a 
patient is to preclude this possibility and to incompletely 
remove an organ that at once is without a function and 
is the potential site of more fibroid tumors or other 
pathology. 

Fundectomy is not the operation of choice in steriliza- 
tion procedures. I prefer total hysterectomy. In general, 
fundectomy or defundation procedures are considered 
obsolete by my co-workers and me because they are 
either meddlesome and unnecessary or incomplete and 
inadequate. 

3. Uterine Suspension or Replacement Operations.— 
The growing conviction that uterine retrodisplacement 
represents a variation in normal anatomy rather than a 
pathologic entity in gynecology has changed the perspec- 
tive greatly with regard to replacement operations. More 
and more I have come to consider uncomplicated uterine 
retrodisplacement as an insignificant finding and respon- 
sible for few if any symptoms. How often have all of us 
discovered an unsuspected uterine retrodisplacement in 
an entirely asymptomatic patient? Moreover, most of 
the symptoms formerly attributed to a malplaced uterus 
are no longer thought to be so caused. The “tipped” 
uterus is all too often erroneously incriminated as the 
cause of backache; constipation; “bearing down,” pres- 
sure, and weight sensations; dysmenorrhea; dyspareunia; 
sterility; and spontaneous abortion. Rarely, if ever, are 
such symptoms the result of an uncomplicated retro- 
displacement. 

The only replacement operations still done in our 
group are those performed in conjunction with and sec- 
ondary to other surgical procedures for complicating 
pelvic pathology. In those cases a Baldy-Webster type 
operation may be performed in combination with the 
suturing of the uterosacral ligaments and advancement 
of the vesical reflection of peritoneum. Anterior suspen- 
sion or fixation operations, such as the Gilliam, Simpson, 
and Graves procedures, are no longer done. Such fixation 
procedures are never indicated in cases of uterine 
prolapse. 

4. Vaginal Hysterectomy.—Another very definite 
change in surgical thinking is reflected in the increasing 
trend toward vaginal hysterectomy. In the years 1935 to 
1939, at Passavant Memorial Hospital, 21% of all hys- 
terectomies were done by the vaginal route. In the years 
1945 to 1949, the percentage had risen to 26. For the 
year 1948 alone, 35% of all hysterectomies were per- 
formed vaginally, and the percentage in 1950 had 
reached 41. 

This trend toward vaginal hysterectomy is the*result 
of two influences: first, the belief that this procedure is 
less profoundly upsetting to patient than abdominal sec- 
tion and is less frequently followed by serious postopera- 
tive sequelae; second, the belief that it is the procedure 
of choice in conjunction with vaginal plastic operations 
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rather than the “intermediate” Manchester or interposi- 
tion operations, which for all practical purposes I have 
abandoned. 

It seems reasonable to conjecture that vaginal hyster- 
ectomy with its minimal invasion of the peritoneal cavity 
is less likely to interfere with gastrointestinal function, 
is less likely to cause “gas pains,” is less likely to be fol- 
lowed by peritoneal irritation, and is less likely to lead to 
hazardous intraabdominal infection, adhesions, and ob- 
struction than hysterectomy via the abdominal route. 
Such conjecture is borne out by clinical experience. In 
addition, it has been pointed out by several groups, that 
the incidence of thromboembolic phenomena and post- 
operative respiratory infections is less following vaginal 
than abdominal hysterectomy. Vaginal vault infection 
with purulent drainage and intermittent fever, an occa- 
sional postoperative complication of vaginal hysterec- 
tomy, although bothersome to both patient and gynecol- 
ogist, is really a lesser complication and not comparable 
to the potentially greater hazards of abdominal 
hysterectomy. 

Therefore, I prefer vaginal hysterectomy to the 
abdominal route whenever possible, realizing that ab- 
dominal removal is indicated in carcinoma of the 
endometrium or ovaries, in endometriosis or when there 


Recent Trends in Hysterectomy and Cervical Amputation 
1948 


Procedure 1935-89 1945-49 1950 Alone 

All Hysterectomies 

26 41 35 

Abdominal Hysterectomies 

Subtotal (supracervical), %........ él 7 2 ° 
Cervical amputations expressed as % 

of all gynecologie procedures...... 7 4.5 1 


is associated adnexal pathology, such as residues of pelvic 
inflammatory disease or Ovarian tumor. In general the 
symptom of pain and the finding of uterine fixation dic- 
tate against vaginal removal. Vaginal hysterectomy can 
be performed for fibroids up to the size of a three-month 
gestation. Removal of the uterus for bleeding with or 
without fibroids should be via the vaginal route if cancer 
can be ruled out and there is no other contraindicating 
pathology. The vaginal route, of course, is preferred in 
cases of prolapse. 

Another explanation of the increased incidence of 
hysterectomies done by the vaginal route is the afore- 
mentioned belief that removal of the uterus is preferable, 
in conjunction with vaginal repair operations, to “inter- 
mediate” procedures such as the Manchester or interpo- 
sition operations. Vaginal plastic procedures are usually 
done in women who are past the childbearing years. If 
such an operation is proposed in a younger woman, some 
form of sterilization should accompany it. In the younger 
group it is felt that hysterectomy affords the surest, safest 
means of sterilization. It seems irrational to us to ampu- 
tate the cervix and leave the corpus in such cases or to 
unanatomically interpose the corpus between the vagina 
and bladder. Such a procedure seems incomplete and 
inadequate, allows for the possibility that additional 
uterine pathology may develop, and increases the prob- 
ability of a further surgical procedure in the future. Last, 
but certainly not least, I feel that more satisfactory and 
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lasting support is achieved with hysterectomy than with 
the other procedures. 

5. Leaving the Uterus After Bilateral Salpingectomy 
and/or Oophorectomy: An Error of Omission.—It is 
my policy to perform an abdominal total hysterectomy 
if both tubes and/or ovaries are removed. A uterus left 
behind after removal of both tubes and/or both ovaries 
has no known function, is a potential source of trouble 
pathologically, and may necessitate a second operative 
procedure because of bleeding or pain. In cases in which 
both tubes have been removed and some ovarian tissue 
has been left, functional bleeding irregularities are by 
no means infrequent. If both ovaries have been removed, 
such bleeding may follow any attempt to administer estro- 
genic replacement therapy. Pain is less likely to cause 
trouble, but, if adhesions and fixation with pain are a part 
of the original pathologic process for which bilateral 
salpingectomy and/or oophorectomy was done, leaving 
the uterus may result in persistent pain following surgery. 


SUMMARY 

1. A reevaluation of some of the commoner uterine 
procedures is attempted. The rationale behind the recent 
trends relative to these procedures is presented. 

2. [employ the cytologic smear prior to any treatment 
of cervical lesions. Biopsy studies of all suspicious areas 
must be done. After a negative report, simple polyps are 
removed in the office and studied pathologically and ero- 
sions are treated with the electrocautery. Nabothian cysts 
not found in the presence of active cervicitis and erosion 
are left alone. I prefer linear electrocautery of the endo- 
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cervix to conization and do not employ chemical cautery 
or topical application of antibiotics. 

3. Trachelorrhaphy is for all practical purposes an 
obsolete procedure, and cervical amputation is rapidly 
becoming so. It was done only one-seventh as frequently 
in 1950 as in the latter half of the 1930's. 

4. There is an ever-increasing trend toward vaginal 
hysterectomy, which I believe to be a less hazardous pro- 
cedure than abdominal hysterectomy. I realize that 
abdominal hysterectomy remains the treatment of choice 
and even imperative in certain conditions, but in all cases 
where there is an option I prefer the vaginal route. In 
percentage terms, approximately twice as many vaginal 
hysterectomies were performed at Passavant Memorial 
Hospital in 1950 as were being performed in the late 
1930's. 

5. Supracervical hysterectomy is rapidly disappearing 
from the list of uterine procedures, only 3 in 156 ab- 
dominal hysterectomies appearing in the records for 
1950. High removal of the corpus (so-called fundec- 
tomy) is no longer performed at Passavant Memorial 
Hospital. Total removal in all abdominal as well as 
vaginal hysterectomies is strongly preferred. 

6. Uterine replacement or suspension operations are 
also done in fewer and fewer instances, in keeping with 
the changing concepts relative to uterine retrodis- 
placement. 

7. Finally, the uterus is always removed if both tubes 
and/or both ovaries are removed. Such a uterus serves 
no function and may be a source of subsequent trouble. 

700 N. Michigan Ave. (11). 


WORLD MEDICAL ASSOCIATION AND MEDICAL EDUCATION 


FIRST WORLD CONFERENCE ON MEDICAL EDUCATION 


Louis H. Bauer, M.D., Hempstead, N. Y. 


Kor over two years the World Medical Association, 
which includes in its membership the national medical 
associations of 43 countries, has been considering call- 
ing a conference on Medical Education on a global basis. 
At the Fifth General Assembly, held in Stockholm, 
Sweden, in September, 1951, the assembly voted unani- 
mously to authorize such a conference. The association’s 
Medical Education Committee, of which Dr. J. A. Prid- 
ham of England is chairman, drafted tentative plans last 
fall. In Paris, Jan. 19 and 20, 1952, an organizing com- 
mittee was appointed, and plans were made more def- 
inite. At this meeting, besides representatives of the 
World Medical Association, there were representatives 
of the World Health Organization, UNESCO, The Com- 
mittee for the Coordination of International Congresses 
on Medical Sciences, and the International Association 
of Universities. All these organizations have been asked 
to participate in the conference. So far, definite accept- 
ances have been received from the World Health Organ- 
ization dnd CCICMS. 

All phases of medicine have their foundation in med- 
ical education. A conference such as this has never been 
convoked before on a global basis. We feel that it will 


be one of the most important events in medical history. 
The agenda of the conference will be divided into three 
main topics: 1. Requirements for entrance to medical 
studies and the selection of students. (This will include 
determination of the suitability of the student to con- 
tinue his studies.) 2. Social medicine, its concepts and 
place in the medical curriculum. (It should be pointed 
out that social medicine has no relation to so-called so- 
cialized medicine.) 3. The aims and content of the med- 
ical curriculum. The conference will be limited to under- 
graduate medical studies. By “undergraduate” we mean 
the American use of that word, namely, the training up 
to qualification as a physician. To discuss postgraduate 
education would require more time than will be available. 
The aims of the conference will be: (1) an exchange of 
ideas; (2) possible unification of thought; and (3) aid to 
underdeveloped countries. 

Views will be sought from both medical educators and 
the consumers of medical education, namely, practicing 


Secretary General, the World Medical Association, and President-Elect, 
the American Medical Association. 

Read before the Forty-Eighth Annual Congress on Medical Education 
and Licensure, Chicago, Feb. 11, 1952. 
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physicians. Since medical education in many countries is 
under government control, the viewpoint of government 
will also be brought out. Invitations will be extended to 
medical schools, national and international bodies con- 
cerned with medical education, and to persons who are 
outstanding in that field. 

The conference will have an organizing committee 
consisting of representatives of the World Medical Asso- 
ciation and representatives from other sponsoring organ- 
izations. This committee will be responsible for the gen- 
eral organization of the Conference. There will be various 
subcommittees on program, finance, local arrangements, 
editorial supervision, and publicity. An outstanding figure 
in the field of general education will be selected for hon- 
orary president, and an outstanding figure in the field of 
medical education has been selected as the actual pre- 
siding officer of the conferemce. He is Sir Henry Cohen, 
professor of medicine at Liverpool University. There will 
be a small group of British officials listed as patrons, since 
the conference will be held in England. 

A distinguished person will be selected from each 
participating country to serve as an honorary vice-presi- 
dent, and there will be at least three active vice-presi- 
dents, each outstanding in his field, who will preside over 
the various sections of the conference. If it is decided to 
hold special sessions or symposia, a chairman will be 
selected for each. The General Secretariat of the World 
Medical Association will be in general charge, but there 
will be a subsecretariat established in London, under the 
auspices of the British Medical Association. This asso- 
ciation will appoint the subcommittee on local arrange- 
ments. 

Prior to the conference, a booklet will be prepared for 
distribution outlining the status of medical education in 
various countries. This will serve as a background for the 
conference. The first day of the conference will be a 
plenary session, opening with addresses by the honorary 
president and the active president. These addresses will 
be followed by prepared papers on medical education in 
various areas of the world, which will serve as an exten- 
sion of the information contained in the preliminary 
booklet and as an orientation for the conference. 

The next three days will be devoted to section meetings, 
sessions, Or symposiums on the various phases outlined 
in the three themes of the conference already mentioned. 
Invited participants will present formal papers and qual- 
ified persons will be invited to open the discussion. The 
final day and a half or two days will again be devoted to 
plenary sessions in which the vice-presidents of the con- 
ference will present a digest of the material presented in 
the sections. Some time during the week, there will be a 
break of a day or two half days for excursions to educa- 
tional institutions. 

There will be no attempt to adopt any resolutions, but 
it is contemplated that the proceedings of the conference 
will be printed for distribution. If funds permit, a perma- 
nent committee will send technical advisors to countries 
desiring such assistance. The presentation of the material, 
allowing countries to compare standards, will be helpful, 
but there should be a “follow through” if the standards of 
medical education are to be raised or improved anywhere 
in the world. 
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It must be borne in mind that, at the present, complete 
unification of standards is not possible, for the standards 
of medical education in any country depend largely on 
the economy and the facilities available. Also, certain de- 
tails of the curriculum must vary with the area of the 
world; for example, it is of little value for the American 
student who is going to practice in the United States to 
know more than general facts about leprosy, cholera, and 
plague, but it is extremely important for the student in 
the Far East to know much about them. Too often the 
opinions of the practicing physician are ignored. Who is 
better qualified than the man in practice to know 
whether his medical education has met his needs in prac- 
ticing medicine or to state what its deficiencies were? 

The conference will be held in London, Aug. 24 to 29, 
1953, and headquarters will be at the House of the 
British Medical Association. All member associations of 
the World Medical Association have been asked to pre- 
sent their ideas on the conference, to suggest names of 
organizations and persons to be invited, and to indicate 
whether they are willing to participate. So far the response 
has been gratifying, and, of those replying, all have ex- 
pressed approval of the plan. The other international 
bodies that have been invited to participate have all ex- 
pressed approval, and two of them, so far, have indicated 
they will render financial support. It is hoped that final 
details of the program will be settled at a meeting of the 
organizing committee in Brussels, in April, and invita- 
tions will be issued shortly thereafter. 

The American Medical Association, through its Board 
of Trustees and its Council on Medical Education and 
Hospitals, has gone on record as approving the confer- 
ence and has offered numerous suggestions as to the pro- 
gram and functioning. It will also have representatives in 
attendance. I hope other educational groups will also 
indicate approval of the project and offer suggestions for 
the consideration of the organizing and program com- 
mittees and that American medical schools will be well 
represented. 


131 Fulton Ave. ‘ 


Moral Responsibilities in Clinical Research.—The most praise- 
worthy zeal for knowledge may lead the man whose technical 
background overshadows his caring for the patient into a disre- 
gard for the subject of his researches. Thus, potentially danger- 
ous experiments may be done without the subjects’ knowledge 
or express permission. Whether it be thoughtlessness or heart- 
lessness, such practice is a measure of the moral obliquity which 
exists in some high places of research today. Fortunately, it is 
not widely current, but it does exist. At a time when ethical 
standards are high, or religion elevates moral tone, this situation 
would have other correctives. They are not effective today. Moral 
necrosis is sinister in its pervasive insinuations, and all who are 
concerned with clinical research, that is, experiments on them- 
selves and their fellow man, must face the implications. ; 
Never forget that the difference between an experiment on 
human beings without clear understanding and freely granted 
permission, and the determination of the M. L. D. in man is one 
of degree, not of kind. The patient, however humble and how- 
ever ill, in whatever degree derelict and forlorn, has sacred 
rights which the physician must always put ahead of his burn- 
ing curiosity.—William Bennett Bean, M.D., A Testament of 
Duty: Some Strictures on Moral Responsibilities in Clinical Re- 
search, The Journal of Laboratory and Clinical Medicine, Janu- 
ary, 1952. 
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RECENT TRENDS IN UROLOGIC PRACTICE 


W. Joseph McMartin, M.D. 


D. Franklin Milam, M.D., Omaha 


Changes and trends in the treatment of disease and 
abnormalities of the urogenital system are proceeding at 
such a rapid pace that the general practitioner and the 
urologist must maintain a common interest in the numer- 
ous and valuable advances that are lowering daily the 
mortality and morbidity rate and increasing the number 
of clinically cured. It is the frequent discussion of com- 
mon problems between the general practitioner and the 
specialist that spreads the knowledge of recent advances 
and the methods of attaining easier and more rapid solu- 
tion to the many difficult situations confronting us in the 
practice of medicine. 

Elmer Hess! has pointed out that “every general 
practitioner is, or should be, a urologist of sorts.” To this 
very true and wise admonition should be added that, be- 
cause of the nature of the urologist’s training in general 
practice first and urology later, he should be cognizant 
always of the problems of general practice if the best in- 
terests of the patient are to be kept foremost. 

The greatest volume of a urologist’s practice stems 
from that of the general practitioner. Many of these pa- 
tients should and can be treated by the general practi- 
tioner. Specialists in every field of medicine are working 
toward making it practicable for the family physician to 
keep many of his patients at home (it is often a necessity 
for the patient and his family in these economically un- 
sound days). After all, “three-fifths of the practice of 
medicine depends on common sense, a knowledge of 
people and of human reactions.” * Certainly the physi- 
cian in general practice is most likely to have these at- 
tributes. 

ABNORMALITIES OF GENITALIA 

One hundred years ago, S. D. Gross recognized the 
seriousness of malformations of the genitalia. He ad- 
monished his students that these “congenital vices ought 
to be well understood on account of their practical 
importance, and the sad effects which they exert upon 
the happiness of the poor sufferer.” 

Pinpoint Meatus.—Often the urologist is asked to see 
genital abnormalities that should be treated by the family 
physician. The infant with a congenitally small meatus 
is seen too often by the urologist. The mother gives the 
history that the baby cries at every voiding, that he has 
blood on his diaper occasionally, and that there is irrita- 
tion around the urethral opening. The child has been 
treated with ointments and dusting powders to no avail. 
The diapers have been washed in boric solution and 
dried to try to allay the accompanying diaper rash, and 
this has failed. What has been the progression of the 
trouble since birth? It is the old story of poor drainage, 
often the cause of pain in any part of the urinary tract. 
In the so-called pinpoint meatus there is poor urinary 
drainage. The bladder contracts to expel the urine 
through the relaxed sphincters, but the opening through 
the meatus cannot accommodate the volume of urine. 
As a result the anterior urethra is ballooned out, gen- 


erating pain. What is it that causes crusting of the lips 
of the meatus and sometimes bleeding? There is a web 
across the inferior part of the meatus that retains a few 
drops of urine within the distal portion of the urethra. 
The urine causes an inflammation in the terminal por- 
tion of the urethra that then causes a concomitant in- 
flammation of the pinpoint meatus and often a rash of 
the scrotum and thighs. If the pinpoint meatus is not 
treated, chronic distention of the bladder, hydroureters, 
hydronephrosis, and destruction of the kidneys may 
supervene, with infection of the entire urinary tract. This 
condition should be discovered on examination of the 
infant’s genitalia at birth. A meatus with an anteropos- 
terior diameter of 3 mm. or less in the infant is abnor- 
mally small. In a child of 1 year the meatus should 
accommodate a no. 10 French sound, at 5 years a no. 
15 French sound, and at 10 years a no. 18 French sound. 
The adult meatus should accommodate normally at least 
a no. 24 French sound. 

Meatotomy is simple and needs no anesthetic in the 
infant. A small artery forceps is used. One jaw is in- 
serted within the urethral meatus to the floor of the 
urethra posterior to the urethral web. The forceps is 
closed on the web in the midline for five minutes in 
order to crush this tissue and render it avascular. The 
hemostat is then removed. A small knife blade is used 
to incise the crushed web in its midline. There is hardly 
ever any bleeding. We use digital compression for five 
minutes to stop any bleeding. No sutures need be in- 
serted. The wound heals within one week. The incision 
should be kept from healing across the midline by using 
manual pressure after each voiding to keep the cut lips of 
the meatus separated until the edges are completely 
healed. 

In older children and in adults this method of mea- 
totomy should be used after injecting 1% procaine solu- 
tion into the base of the web and the frenum. In infants, 
a bougie and, in older children and adults, a sound 
should be passed through the meatus until the meatotomy 
wound is healed. 

Phimosis.—Another cofmmon condition frequently 
overlooked and not considered very important is phi- 
mosis. This is present in almost all male infants, but by 
the time they have reached puberty it usually disappears. 
However, in some persons there are congenital adhesions 
between the inner leaflet of the prepuce and the surface 
of the glans. There are many men who have never been 
able to retract the prepuce. Some of these have stenosis 
of the preputial meatus caused by repeated insults of 
inflammation that result in cicatricial contracture. It is in 
these patients that carcinoma of the glans penis or the 


Read at the Fifth Clinical Session of the American Medical Association, 
Los Angeles, Dec. 5, 1951. 

1. Hess, E.; Roth, R. B., and Kaminsky, A. F.: The General Practi- 
tioner as Urologist, J. A. M. A. 144: 601 (Oct. 21) 1950. . 

2. Cushing, H. W.: Medicine at the Crossroads, in The Medical Career, 
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inner aspect of the prepuce may occur. All urologists 
know that carcinoma of this area of the penis is almost 
unknown amongst Jews; because of their religious rites, 
they have been circumcised in infancy. Circumcision is 
the treatment for phimosis and paraphimosis; the latter 
condition exists when the prepuce has been retracted 
posteriorly over the glans penis successfully but cannot 
be returned to its normal position over the glans. 
Circumcision is a minor operation, but it is often badly 
performed. The best method is the subcutaneous method, 
brought out as a new operation a few years ago; however 
it was used 50 years ago in Chicago by the urologist 
Louis Schmidt, and he taught this method to his resi- 
dents. The operative technique consists of a circular in- 
cision through the skin of the outer leaflet of the prepuce 
at the site of bulging of the corona of the glans penis. 
The prepuce is then retracted. A circular incision is 
made through the mucosa approximately 4% in. (0.3 
cm.) posterior to the coronal sulcus in infants and about 
1% in. (0.6 cm.) in adults. The two circular incisions 
are joined by a straight incision through the skin. The 


skin is dissected away between the two circular incisions. . 


This method leaves all the subcutaneous tissue. It dis- 
turbs the nerve supply around the frenum to a minimal 
extent. There is little bleeding, because no large vessels 
are cut across, as is the case in the other methods. After 
the skin between the two circular incisions is removed, 
the skin and mucosal edges are sutured together with 
interrupted no. 0 plain surgical suture. Five milligrams 
of diethylstilbestrol is given intramuscularly before cir- 
cumcision of adults and | mg. three times a day by mouth 
for three days postoperatively. This has prevented pain- 
ful erections postoperatively in all but one of our patients 
circumcised. 

Hypospadias and Epispadias.—Other malformations 
of the urethra that usually are noticed first by the general 
practitioner are hypospadias and epispadias. In hypo- 
spadias the urethra opens on the ventral surface of the 
penis at a point proximal to its normal position. It may 
be in the area where the frenum is usually situated. This 
is the glandular type. It may open anywhere along the 
course of the urethra. If it is along the ventral surface of 
the shaft of the penis, it is called penile hypospadias. It 
may be at th? penoscrotal juncture, or the scrotum may 
be bifid. The scrotum may be almost absent, with the 
testes undescended. The penis has a downward curvature 
in all cases. 

It should be emphasized that if any form of hypo- 
spadias is present the child should not be circumcised. 
This is important, because valuable tissue is sacrificed 
that may be needed to correct the defect in the urethra. 

Several operations have been devised recently to re- 
construct the urethra after correction of the downward 
curvature of the penis. They have been devised to pre- 
vent the occurrence postoperatively of urethral fistulas. 
With chemotherapy these operations for hypospadias 
are eminently successful. They are somewhat successful 
in correcting the rare malformation epispadias, with and 


_ 3. Burns, E.:; The Denis Browne Operation for Hypospadias, J. Urol. 
64: 382, 1950. 
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without exstrophy of the bladder. If the sphincters are 
malformed and incontinence is present, however, inser- 
tion of the ureters into the sigmoid is the treatment of 
choice for this abnormality. 

The family physician should call to the attention of 
the parents these congenital deformities in order that cor- 
rection may be instituted early. The glandular type of 
hypospadias needs no treatment unless there is a stenosed 
external urethral meatus, which may be enlarged by 
dilatation or meatotomy if necessary. If there is marked 
downward curvature of the penis, this must be corrected 
by releasing the restricting bands of tissue. The straight- 
ening of the downward curvature should be done by the 
time the child is 1 year of age. This is important to allow 
for the development of a normal size penis. 

The Denis Browne technique for construction of the 
new urethra has been popularized by Burns ®* in this 
country. Its advantage over other techniques is that it 
is a One stage operation; it is simpler and more easily per- 
formed. It provides eventually a satisfactory urethra 
with a normal function. 

One point that should be emphasized to the child’s 
parents is that if the operation is to be performed in two 
stages both stages shou'd be completed by the time the 
child reaches school age. Three years should elapse 
between the first and second stage to allow for the growth 
of the penis. 


HEMATURIA AS A SYMPTOM OF CARCINOMA 

Another common symptom is hematuria. Most urolo- 
gists can cite a high percentage of recent instances in 
which the patient’s history of this symptom dates back 
over One year. Too many patients are not thoroughly 
examined urologically in order to determine the source 
of the bleeding. Among 694 patients * with hematuria 
caused by carcinoma of the urinary bladder, the Carci- 
noma Registry of the American Urological Association 
reports that the diagnosis was proved within one month 
of onset in only 10.8%, within five and one-half months 
in 32.3%, and within one year in 51.7%. It is sad to 
relate that in 48.3% it was not possible to begin treat- 
ment for carcinoma of the bladder until over a year had 
passed since the initial appearance of symptoms. In 
63.5% of the patients the first symptom was hematuria. 

Hematuria was also the initial symptom of malignant 
tumor of the kidney in over 60% of the cases. In a com- 
parison of malignant tumors of the urinary bladder and 
of the kidney, the probability is that in those with pain- 
less hematuria, approximately 75% will have tumor of 
the bladder. 

In view of these appalling percentages, it behooves us 
all to urge every patient with hematuria to have a com- 
plete medical and urologic examination. Early recog- 
nition of cancer in the urogenital tract, as in other sys- 
tems of the body, is the only chance of cure. 

Papilloma of the bladder is considered to be non- 
malignant by most pathologists and urologists, but by 
many it is considered potentially malignant. It may be 
single or multiple and is of the simplest morphology of 
epithelial tumors of the bladder. It bleeds frequently. 
Urologists vary in their methods of treatment of this 
tumor. We have had the best results, as far as five year 
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cures are concerned, by transurethral resection of the 
base of the tumor along with part of the muscularis of 
the bladder at the site of the tumor. We then fulgurate 
the site resected. In those with multiple small papillomas 
transurethral resection and fulguration have also been 
our choice of treatment. In grade 1 and 2 papillary car- 
cinomas of the bladder we prefer transurethral resection 
of the tumor and fulguration of the base. This method 
has become more popular in the last five years. 

For infiltrating carcinoma of the bladder we have had 
very unsatisfactory results with all methods of treat- 
ment. When the tumor has invaded the wall of the 
bladder to the extent that it can be palpated easily on 
rectal or vaginal examination and when metastases 
beyond the wall are palpable or can be demonstrated 
microscopically, in either the perivesical tissues or the 
lymphatics, resection of the tumor or bladder will not 
cure the patient. Recent reports state that total cystec- 
tomy and ureterosigmoidostomy should be performed in 
these cases and that cure may be obtained in some when 
the iliac, hypogastric, and retrofemoral lymph nodes are 
removed. 

In patients who have carcinoma of the bladder too far 
advanced for a possibility of cure and who have severe 
dysuria, frequency, and pain, great relief from these 
symptoms may be obtained in some by insertion of the 
ureters into the sigmoid. Deep x-ray therapy to the blad- 
der in some instances will give some relief from pain, 
and there will be partial regression of the tumor in a few 
cases, with some control of the hematuria. Many more 
case reports will have to be compiled before a true 
answer can be given as to the best method of treating 
tumors of the urinary b‘adder. Patients will have to be 
followed not for five years but for the rest of their lives 
in order to determine the correct percentage of perma- 
nent cures. It is up to the general practitioner and urol- 
Ogist to educate the public concerning the seriousness of 
hematuria. 

It is essential that patients treated for carcinoma of 
the urinary bladder be examined cystoscopically every 
three to six months for five years and every year there- 
after if the mortality rate in this disease is to be lowered. 

Another important cause of hematuria is tumor of the 
prostate gland; in men past 60 benign hyperplasia of the 
prostate is usually the cause. It is not common in early 
carcinoma of the prostate, but it does occur during the 
course of the disease in 12 to 15% of the cases. Hema- 
turia is usually not the first symptom of benign hyper- 
trophy or of carcinoma of the prostate. 

In those patients who have severe hematuria with 
distention of the bladder, the insertion of the catheter 
often does not relieve the distention, because of a great 
accumulation of clots within the bladder. Irrigation 
through the catheter until all distention disappears and 
no more clots appear is the treatment of choice. Suction 
through the catheter often removes the clots. If this is 
accomplished, the catheter should be left indwelling for 
constant drainage. One should always have a coudé 
catheter available for this type of patient because it will be 
more likely to slip into the bladder past the obstruction at 
the vesical neck. Recently a coudé catheter with a Foley 
_bag attached has been manufactured, which can be dis- 
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tended so that the catheter can be left indwelling. If the 
distinction of the bladder cannot be relieved or the bleed- 
ing controlled, the patient must be hospitalized for fur- 
ther care, and emergency suprapubic cystostomy may 
have to be performed. If there are concomitant symptoms 
of infection of the bladder or symptoms of pyelonephritis, 
such as chills and fever, the patient should be placed in 
the hospital for drainage, because, if there is infection of 
the urinary tract with obstruction, the infection cannot 
be eradicated unless the obstruction is removed. 


CHEMOTHERAPY 

A good working knowledge of the chemotherapy of 
infections is of paramount importance to all practitioners 
of medicine today. This is particularly true in dealing 
with infections of the urinary tract. One has at his dis-. 
posal today specific agents that are effective in most 
urinary tract infections. Each of these agents has its own 
antibacterial spectrum, which is determined by isolation 
of the organism and laboratory studies of its sensitivity 
to the agent. 

The success or failure of chemotherapy in urinary tract 
infections depends on three primary factors: 1. Obstruc- 
tion due to any cause must first be recognized and eradi- 
cated before permanent cure can be effected. 2. Renal 
function must be adequate in order to deliver a sufficient 
concentration of the agent to the site of infection. 3. An 
agent must be selected and utilized in a dosage that, on 
the basis of laboratory tests, is effective against that par- 
ticular organism. 

Our present plan of diagnosis and treatment demands 
that the urine specimen be collected in such manner as 
to avoid contamination. In the male the urine voided 
into the second glass after thorough cleansing of the 
glans is usually sufficient. In the female, however, cathe- 
terization is imperative to avoid contamination. 

The exact infecting organism can then be isolated by 
the Gram stain and culture. The Gram stain is a valuable 
office procedure for early recognition in the urine sedi- 
ment of cocci, bacilli, or both, and with this information 
initial therapy can be instituted. Should this initial ther- 
apy fail, after a few days a complete urologic investiga- 
tion should be done without delay. 

Many infections will be seen by the general practi- 
tioner following surgical procedures on the urinary tract. 
After any prostatectomy infection is usually present, and 
its complete eradication should be our goal. Likewise, 
after cystostomy and nephrostomy infections are usually 
present, the duration of which may be shortened by 
existing therapeutic agents. A brief discussion of the 
most commonly used agents would appear to be of value 
at this time. 

Methenamine.—Methenamine (urotropin*) contin- 
ues to be a very useful drug, particularly after trans- 
urethral prostatectomy in which gram-negative bacillary 
infections persist. Formaldehyde is split off in urine made 
acid by the simultaneous administration of ammonium 
chloride or sodium acid phosphate. We prefer sodium 
acid phosphate because Cordonnier® has shown that 
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this drug, while serving as an acidifying agent, simul- 
taneously decreases the renal excretion of calcium, which 
helps prevent formation of concretions in the urinary 
tract. These agents are administered simultaneously in 
doses of 3 to 5 gm. daily for 10 to 14 days. 

Sulfisoxazole.-—The sulfonamides are still very useful 
as urinary antiseptics. A recent development in this 
series is sulfisoxazole (3,4-dimethyl-5-sulfanilamido- 
isoxazole), also Known as gantrisin.* At present we use 
this agent almost to the exclusion of the other sulfon- 
amides. It has a very high solubility even in acid urine, 
which has nearly eliminated our fears of renal crystalliza- 
tion. Carroll ° has recently shown that this drug is effec- 
tive in the treatment of Escherichia coli infections and is 
the agent of choice when Proteus infections are present. 
It is highly effective against Alcaligenes and moderately 
effective against Aerobacter aerogenes. Streptococcus 
fecalis and the Pseudomonas organisms do not respond. 
Thus it would appear that sulfisoxazole, with its wide 
antibacterial spectrum and decreased toxicity, is one of 
our safest and most effective agents in both office and 
hospital treatment of urinary infections. It may be ad- 
ministered in doses of 0.5 to 1 gm. every six hours. 

Penicillin—Penicillin is effective primarily against 
infections due to Str. hemolyticus of the beta type, 
Staphylococcus albus, and Staph. aureus as well as Neis- 
seria gonorrheae. In mixed infections one usually em- 
ploys both penicillin and sulfisoxazole during the initial 
course of therapy for five to seven days. Recently con- 
siderable evidence has been published to show that the 
use of sulfonamides and penicillin in combination exerts 
a synergistic antibacterial effect, and several preparations 
containing crystalline calcium penicillin G, sulfadiazine, 
sulfamerazine, and sulfamethazine have become avail- 
able. Acceptance of these combinations must await 
thorough clinical trial. 

Streptomycin.—Use of streptomycin in urinary tract 
infections has been largely replaced in our clinic by the 
catalytic hydrogenation derivative dihydrostreptomycin. 
The primary advantage of dihydrostreptomycin is its 
reduced neurotoxicity. It may be used in doses of 2 to 3 
gm. daily when necessary. Infections caused by Bac- 
terium coli, A. aerogenes, and P. vulgaris ordinarily 
respond well to streptomycin; however, resistant strains 
are common. Streptomycin is more effective and resistant 
strains are less likely to be produced when the urine is 
strongly alkaline. Alkaline urine may be maintained by 
the simultaneous administration of 1 gm. of sodium 
citrate every six hours. 

The treatment of tuberculosis of the urogenital sys- 
tem has changed considerably since the advent of strep- 
tomycin. The site and extent of infection still plays a 
dominant role in management. From a large series of 
cases Semb* came to the conclusion that one cannot 
expect more than 50 to 60% cure, even in selected 
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cases of unilateral renal tuberculosis, in which treatment 
is by surgery alone. 

Before streptomycin therapy was available, bilateral 
renal tuberculosis was a completely hopeless problem, 
and we had little to offer other than sanatorium care. 

Very frequently after nephrectomy for unilateral 
renal tuberculosis other complications also developed, 
such as draining fistulas, tuberculous cystitis, prostatitis, 
and epididymitis, which often proved fatal. Recently, 
however, there have been some signs of hope in the man- 
agement of this disease and its many complications. 
Three agents, streptomycin, paraaminosalicylic acid, and 
chaulmoogra oii, are the substances in use today. 

Streptomycin is effective against the tubercle organ- 
ism; however, resistance to its effect is rapidly developed 
in many instances. Any supplemental agent, therefore, 
that would render the organism more susceptible to 
streptomycin would be of value. Slotkin * has shown that 
chaulmoogra oil and its esters are useful in helping to 
dissolve the capsule of the tubercle bacillus and thus 
potentiate the action of streptomycin. 

Paraaminosalicylic acid is also effective against this 
organism, and resistance to its action is much slower to 
develop than with streptomycin alone. Thus, because 
paraaminosalicylic acid potentiates the action of strep- 
tomycin and lessens resistance, many investigators feel 
that these agents should always be given in combination. 
Lattimer ° feels that the best available chemotherapy to- 
day is 1 gm. of streptomycin per day by injection com- 
bined with 12 gm. of paraaminosalicylic acid by mouth 
for one year. 

Aureomycin.—Aureomycin, which has an extremely 
wide spectrum of effectiveness, has been most useful in 
our clinic for treatment of infections that have developed 
resistance to other antibiotics. We employ the less ex- 
pensive agents initially and change to aureomycin only 
if resistant strains develop. Aureomycin is very effective 
against infections due to both gram-negative and gram- 
positive bacteria, chancroid, granuloma inguinale, and 
lymphogranuloma venereum. The accepted oral dosage 
of aureomycin for adults is 250 to 500 mg. every six 
hours. Full dosage should be continued for two or three 
days after the urine becomes sterile. Aureomycin, in our 
clinic, has a place all by itself in the control of bac- 
teremia secondary to urethral instrumentation. Bac- 
teremia is a real medical emergency, and one cannot 
wait for blood cultures and sensitivity tests before initi- 
ating therapy. The syndrome usually follows instrumen- 
tation of the lower urinary tract and is characterized by 
a severe shaking chill, high fever, mental disorientation, 
and, frequently, circulatory collapse. After initiation of 
aureomycin therapy (500 mg. every six hours) the tem- 
perature will frequently return to normal in six hours. It 
is highly advisable to continue aureomycin therapy for 
at least three days after complete disappearance of all 
symptoms. We have successfully treated 11 patients with 
bacteremia with aureomycin. Eight of these infections 
were due to B. coli, and three were caused by A. 
aerogenes. 


Terramycin.—Terramycin, a product of the mold 
Streptomyces rimosus, is effective against a wide variety 
of micro-organisms, particularly penicillin resistant cocci 
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and gram-negative bacteria of the urinary tract. As with 
aureomycin, we usually limit the use of terramycin to 
those infections that are resistant to penicillin, strepto- 
mycin, and the sulfonamides. 

Chloramphenicol. — Chloramphenicol (chloromyce- 
tin") is a relatively new antibiotic derived originally 
from the soil mold Streptomyces venezuelae and is cur- 
rently produced by chemical synthesis. In contrast to 
aureomycin and terramycin, this agent is of primary 
value in the control of gram-negative bacillary infections 
that have developed resistance to other forms of therapy. 

Polymyxin.—Polymyxin (aerosporin®) is an anti- 
biotic substance produced by Bacillus polymyxa and is 
effective primarily against infections due to gram-nega- 
tive bacteria. When all other agents fail, polymyxin will 
frequently be successful in eradicating the Pseudomonas 
organism. We have not utilized this agent extensively be- 
cause of its uncertain role in the production of renal 
damage. Pulaski *® feels that a daily dose of 2.5 mg. per 
kilogram of body weight is safe; he has seen no evidence 
of nephrotoxicity when the total daily dose is kept at 
that level. 

Arsenic.—Arsenotherapy continues to be of value in 
the treatment of abacterial pyuria. We use oxophenarsine 
hydrochloride (mapharsen* ) in increasing dosage every 
four days for a total of six or seven injections. The side- 
effects of arsenic therapy have been completely elimi- 
nated by dissolving 0.03 gm. of oxophenarsine hydro- 
chloride in 10 cc. of sterile aqueous sodium ascorbate 
and slowly administering the mixture intravenously. 
After two injections of 0.03 gm. the dose is increased to 
0.04 gm. After two injections of 0.04 gm. the dose is 
increased to 0.06 gm. and is administered two or three 
times. 

SUMMARY 

We have mentioned some of the common urogenital 
embryological abnormalities that need the attention of 
the general practitioner only and some that need the 
cooperation of the general practitioner and the urologist. 
We have stressed the need for a complete physical and 
urologic examination of patients with hematuria and 
have emphasized the fact that chance for permanent 
cure of cancer of the genitourinary tract, as well as any 
other system in the body, rests on early diagnosis; diag- 
nosis should be accomplished as soon after the first ap- 
pearance of hematuria as possible. Finally, we have 
briefly reviewed the present status of antibiotics in uro- 
logic infections. 


407 S. 16th St. (Dr. McMartin). 


10. Pulaski, E. J., and Rosenberg, M. L.: Use of Polymyxin in Gram 
Negative Urinary Tract Infections, J. Urol. 62: 564, 1949, 


Exploration During Laparotomy.—Unless the surgeon is deal- 
ing with a septic process, in which case exploration of the un- 
involved portion of the abdominal cavity is usually, although 
not always, contraindicated, careful palpation of the abdominal 
viscera should be a part of every laparotomy. It adds but a few 
minutes to the operating time, it may provide information which 
will avoid a second operative procedure and at times may save 
that patient’s life.—B. P. Coleock, M.D., Routine General Ex- 
ploration of the Abdomen in All Laparotomies—Incidental 
Findings, The Lahey Clinic Bulletin, October, 1951. 
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The unusual toxic reaction to the oral administration 
of quinidine sulfate manifested by fever has recently re- 
ceived attention in the medical literature. Five cases have 
been described to date in three reports.1 However, in 
three of these five cases there were also skin manifesta- 
tions to aid in the diagnosis of the drug toxicity. The pur- 
pose of this paper is to report two cases of quinidine hy- 
persensitivity manifested only by fever. 


REPORT OF CASES 


Case 1.—S. K., a 45-year-old white man, entered the Bronx 
Hospital on Oct. 26, 1950 (service of Dr. Abner Stern), with 
the chief complaints of progressive dyspnea, orthopnea, and 
weakness of three months’ duration. The patient had his first 
attack of acute rheumatic fever at 11 years of age, with recurrent 
episodes of rheumatic fever for several years afterwards. Mitral 
stenosis, auricular fibrillation, and recurrent congestive failure 
then progressively developed. 

Until six months prior to his hospital admission, he received 
meralluride (mercuhydrin") sodium injections with good results. 
But this was discontinued because of marked weakness and de- 
hydration. He had then received digitalin nativelle, 0.2 mg. 
daily, with ventricular rate remaining between 70 and 88. For 
the last three months, the patient noted increasing orthopnea, 
dyspnea, and weakness but without any peripheral edema. Two 
weeks before admission, the patient experienced paroxysms of 
nonproductive cough and had several episodes of paroxysmal 
nocturnal dyspnea. 

Physical Observations.—Physical examination on admission 
showed that the patient was well developed and did not appear 
acutely ill. Rectal temperature was 98 F; the pulse was irregular, 
with a rate of 44; respirations were 22; and blood pressure was 
150/90. The fundi were normal. The neck veins were moderately 
distended. There was relative dulness to percussion and scattered 
moist rales at both lung bases. The heart was enlarged to the 
left and the right. The rhythm was irregular, with a tendency to 
pulsus bigeminus. Both diastolic and systolic murmurs were 
heard in the mitral and aortic valve areas. The liver was en- 
larged to 8 cm. below the right costal margin. The spleen was 
not palpable. 

Laboratory Data.—The Wassermann and Kahn: reactions 
were negative. The hemoglobin content was 90% (Sahli). The 
white cell count was 5,000, with 78% neutrophils. The urine 
was normal except for a trace of albumin. The blood urea nitro- 
gen was 11.2 mg. per 100 cc. The blood cholesterol was 595 
mg. per 100 cc. A roentgenogram of the chest revealed pro- 
nounced cardiac enlargement. The heart assumed the shape of a 
double mitral lesion. The lungs showed no significant abnormal- 
ities. An electrocardiogram on the day of admission showed 
pulsus bigeminus, auricular fibrillation with complete auriculo- 
ventricular block, idioventricular rhythm, and unifocal ven- 
tricular extrasystoles. The ventricular rate was 40. The day 
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after admission the venous pressure was 150 mm. of water; with 
liver pressure applied, it rose to 210 mm. of water. The arm to 
tongue circulation time with saccharin was 23 seconds, and the 
arm to lung ether circulation time was 12 seconds. 

Hospital Course.-—The patient was placed on a salt-free diet 
and was given periodic meralluride injections, with clinical im- 
provement of his cardiac decompensation. The administration of 
bishydroxycoumarin (dicumarol") was begun on the 14th hospi- 
tal day in preparation for quinidine therapy.2 On the 18th hos- 
pital day, fibrillation was present, with a ventricular rate of 110. 
The electrocardiogram did not reveal any ventricular premature 
beats. Digitalis was prescribed; however, when 2 cat units of 
digitalis was given for two successive days, the electrocardio- 
gram showed the reappearance of ventricular premature beats 
with periods of coupling, so that treatment with digitalis was 
discontinued. On the 20th hospital day, treatment with quinidine 
sulfate was started, 0.3 gm. orally every two hours for four doses, 
after which the individual doses were increased daily. 

Suddenly, the evening of the 26th hospital day, the patient’s 
temperature rose, reaching 104 F. The patient complained of 
pronounced dyspnea and weakness. Physical examination did 
not reveal anything to account for this reaction. The quinidine 
sulfate therapy was discontinued. The temperature slowly sub- 
sided to normal by the 32nd hospital day. It was clinically felt 
that this febrile reaction was due to the quinidine sulfate. To 
verify this clinical impression, we decided to observe the effects 
of single test doses of quinidine sulfate. 

The patient was given 0.5 gm. of quinidine sulfate on the 36th 
hospital day. The temperature rose abruptly, reaching 104 F in 
12 hours, and was associated with a moderate increase in or- 
thopnea. Twenty-four hours later the temperature was normal. 
Successive daily single doses of 0.10 gm. and 0.13 gm. of quin- 
idine sulfate were given. The temperature rose to 100 F both 
times, without any increase in orthopnea. For the next two days, 
single doses of 0.2 gm. and 0.32 gm. of quinidine sulfate were 
given, succeeded by a rise in temperature to 100.2 F and 100.8 F, 
respectively, and accompanied by a mild increase in orthopnea. 
The fifth and final single dose of quinidine sulfate was increased 
to 0.6 gm. Within 12 hours a temperature of 101.2 F was at- 
tained, accompanied by a moderate increase in orthopnea, and, as 
in each previous test, the temperature returned to normal within 
24 hours. Blood cultures taken when the febrile reactions oc- 
curred were negative, and the leukocyte count showed no signifi- 
cant change from that present at the time of the patient's admis- 
sion to the hospital. The patient did not receive any more quin- 
idine sulfate and his temperature remained normal. In order to 
determine whether cross hypersensitivity existed to the optical 
isomer quinine, the patient was given 0.6 gm. of quinine sulfate 
orally. No reaction was observed. The patient was discharged 
improved on the 50th hospital day. 

Case 2.—J. M., a 34-year-old white man, was admitted to the 
Bronx Hospital (service of Dr. Max Weiss) on Sept. 22, 1949, 
with a history of onset of a right hemiplegia 10 hours be- 
fore admission. The past history revealed that the patient had 
had an attack of rheumatic fever at 10 years of age. Auricular 
filbrillation had been present for at least 11 years. In 1945 he had 
complete hemiplegia of the right arm and leg, from which he 
had slowly recovered. In 1947 he had left hemiplegia with facial 
involvement, which apparently disappeared in three weeks. The 
morning prior to his admission he was found in bed with right- 
sided hemiplegia with facial involvement, motor aphasia, and 
incontinence of urine. 

Physical Observations.—Physical examination on admission 
showed that the patient was well developed, well nourished and 
lethargic. There was right-sided facial paralysis and flaccid 
paralysis of the right upper and lower extremities. Moist rales 
were heard over both lung bases. The heart was enlarged to the 
right and left. A presystolic murmur was heard over the apex 
and was transmitted to the left axillary region. The cardiac 
rhythm was grossly irregular on auscultation. The blood pres- 
sure was 130/90. The liver and spleen were not palpable. The 
patellar, ankle, and biceps reflexes were hyperactive on the right. 
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An ankle clonus and a positive Babinski sign were present on the. 
right. 

Laboratory Data.—The hemoglobin content was 90%. The 
white blood cell count was 17,000, with 78% neutrophils on 
differential smear. Urinalysis revealed a trace of albumin. Two 
blood cultures on admission were sterile. Electrocardiogram 
showed auricular fibrillation with an occasional ventricular extra- 
systole. A roentgenogram of the chest revealed decided cardiac 
enlargement with a configuration of combined mitral disease. 
The hilar areas were considerably exaggerated, indicating pul- 
monary congestive changes. 

Hospital Course.—Bishydroxycoumarin therapy was instituted 
on the day of admission. On the 11th hospital day treatment 
with quinidine sulfate was started, 0.3 gm. every three hours 
for three doses, after which the individual doses were increased 
daily. On the fifth day of quinidine sulfate therapy, the patient 
had received a total of two gm. of the drug. Suddenly, that eve- 
ning, the patient's temperature rose to 102 F. He appeared pale 
and had pronounced diaphoresis. An electrocardiogram at this 
time revealed nodal tachycardia, with a rate of 135. Treatment 
with quinidine sulfate was discontinued. The following morning 
the temperature was normal. Digitalization was effected with 
1.2 mg. of digitoxin over the next 24-hours. An electrocardio- 
gram now showed reappearance of the auricular fibrillation. The 
patient was then given quinidine sulfate, 0.3 gm. every three 
hours for five doses, which was continued for eight days. A tem- 
perature rise to 101 F the first three days and to 102.6 F the last 
five days was noted. The patient, however, did not complain. An 
electrocardiogram on the eighth day of quinidine therapy showed 
nodal tachycardia, with a rate of 120. Treatment with quinidine 
sulfate was then discontinued, and the temperature was normal 
within 24 hours. Blood cultures taken during these temperature 
elevations were reported sterile. Leukocyte counts and differ- 
ential smears at the same times showed no essential change from 
those observed on the patient’s admission. 

At this time the causal relationship between the administration 
of quinidine sulfate and the development of fever was noted. To 
verify this, we gave the patient 0.3 gm. of quinidine sulfate, and 
the temperature rose to 100.2 F; within 24 hours the temperature 
returned to normal and then remained normal. In view of this, it 
was felt that the patient had a febrile hypersensitivity to quin- 
idine sulfate and that further therapy with this drug was not ad- 
visable. The hemiplegia gradually improved, with a return of 
speech; the patient was discharged on the 38th hospital day. At 
the time of discharge, fibrillation, with a ventricular rate of 70, 
was present. 

COMMENT 

It is common knowledge that patients who have heart 
disease with fibrillation are subject to embolization with 
a rise in temperature. These patients are also subject to 
bacterial endocarditis. Therefore, if a quinidine prepara- 
tion is given and a rise in temperature occurs, it is im- 
portant to determine the cause of this rise. In the two 
cases herein presented, there were no signs of recent 
embolization, and the blood cultures in each case were 
negative. Moreover, there seemed to be a causal rela- 
tionship between the ingestion of quinidine sulfate and 
the rise in temperature. In addition, a rather prompt re- 
turn to normal temperature was observed when treatment 
was discontinued. In case 1 the height of the rise in 
temperature ssemed to correspond to the increase in the 
individual dose of quinidine sulfate. It was also noted 
that, whereas in case | there was a febrile reaction to 
quinidine sulfate, there was no similar response to 
quinine. 

SUMMARY 

Two cases of febrile hypersensitivity to quinidine sul- 

fate administered orally are reported. 


28 Pierce St. (Dr. Berley). 
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INEFFECTIVENESS OF HEPARIN BY 
SUBLINGUAL ADMINISTRATION 


Ellen McDevitt, M.D. 
Robert D. Huebner, M.D. 
and 


Irving S. Wright, M.D., New Yorl 


The value of anticoagulant therapy has been well es- 
tablished and needs no elaboration. However, the need 
for a more nearly ideal anticoagulant substance is ac- 
knowledged. The criteria for such a substance have been 
outlined and include moderate cost, low toxicity, and 
rapid therapeutic effectiveness when given by mouth.’ 
Fischer and Astrup * in a study conducted on mice found 
that heparin administered orally was not absorbed in the 
alimentary canal and was excreted intact in the feces in 
approximately two days. Other authors have stated that 
heparin is not effective orally, but little data has been re- 
ported to substantiate this. Jorpes,* Murray and asso- 
ciates,' and Crafoord * advocate the intravenous route 


HEPARIN—McDEVITT ET AL. 1123 

After careful venipuncture, the tourniquet was released and 
4 to 5 ml. of blood were drawn into a dry 10 ml. syringe. The 
stop watch was started as blood entered the syringe. One milli- 
liter of blood was placed in each of three dry “pyrex” tubes 
10 mm. in diameter. Each tube was tipped gently at 30 second 
intervals beginning 3 minutes after blood had entered the 
syringe. The test was ended when the blood no longer flowed 
from its position and maintained its surface contour on com- 
plete inversion of the tube. By this method the average clotting 
time in 14 determinations on eight normal subjects was 8 min- 
utes and 30 seconds,with a range from 6 minutes and 30 seconds 
to 10 minutes and 30 seconds. 


RESULTS 


The results obtained following sublingual administra- 
tion of various preparations of heparin are presented in 
table 1. It will be noted that following doses of from 100 
mg. to 400 mg. of heparin there was no prolongation of 
clotting time to within the so-called therapeutic range 
(20 to 35 minutes)." In three instances the half hour 
clotting time was shorter than the initial time, and on 
three occasions the four hour times were shorter than the 
control figure. These findings probably represent varia- 


tions within the limit of error of the technique. Following 


TABLE 1.—Average Clotting Times Following Sublingual Administration of Nine Lots of Heparin 


Maker Lot No Dose, Mg. 


No. Time of Determinations 
trations Control 4 Hr. 1 Hr. 2 Hr. 4 Hr. 
2 7’ 30” 7’ 30” 
1 8’ 30” Tor 6’ 30” 
3 8° 30” 9’ 10’ OM 10’ 
4 9’ 9’ 9g’ 30 9’ 8’ 30” 
1 10’ 10’ 12 10’ 
2 9’ 30” 9° 30” 10’ 30” 
2 10° 10 ll’ > 
2 6’ 30” 7’ 30” 7’ 30" 


* Supplied by Dr. Norman Applezweig. t See table 2. 
exclusively for heparin. Recently the intramuscular and 
subcutaneous routes have been used more widely. To 
date other heparin-like substances have been adminis- 
tered parenterally. 

The recent report of Litwins and associates ° regarding 
the effectiveness of heparin sodium administered sub- 
lingually in doses of 125 mg. was therefore received with 
considerable interest. We have attempted to confirm 
these findings, and the results of this study are reported 


here. 
METHOD 


Nine different lots of heparin sodium were obtained 
from four companies in powdered and pellet form. Con- 
trol clotting times were obtained, and subsequent de- 
terminations were made following administration of 
heparin at half hour, one hour, two hour, and four hour 
intervals. Heparin sodium, in amounts varying from 100 
to 400 mg., was administered sublingually 23 times to 
seven normal persons and to seven patients with no 
clotting abnormalities who were not receiving anticoagu- 
lant therapy. In addition, four persons received 100 mg. 
of heparin sodium (Organon lot number 250101) sub- 
lingually or buccally, but complete curves were not ob- 
tained. Clotting time tests were performed in the follow- 
ing manner: 


sublingual administration of heparin (Organon lot num- 
ber “D” 18-50/ 19-50) to three persons there was a slight 
elevation of clotting time, but at no time did it approach 
an effective therapeutic level. In two of these subjects, 
following administration of this same heparin (table 2) 
at the time the two hour specimen was obtained, 10 mg. 
of heparin (liquaemen*) sodium was injected intra- 
venously. This small amount of heparin (1, to 14, of the 
usual parenteral dose) given intravenously produced a 
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significant prolongation of the clotting time. On four 
additional occasions subjects were given 100 mg. of 
heparin via the sublingual or buccal route, and, although 
complete curves were not made, in the determinations 
made there was no prolongation of clotting time. The 
slight prolongation of time obtained with the one sample 
(Organon sample “D”) may represent some absorption 
of the heparin across the buccal membrane. 

One other apparently normal person, whose clotting 
times are not included in table 1, received on two occa- 
sions 125 mg. and 120 mg. of heparin sodium (Organon 
sample “D”) sublingually. The clotting times were vari- 
able in both control and subsequent tests at the time 
125 mg. were administered. A repeat test was therefore 
conducted using 120 mg. heparin. The control at this 
time was 11 minutes and 30 seconds; the 30 minute and 
1 hour determinations could not be duplicated, the range 
being from 11 minutes to 18 minutes in the 30 minute 
determinations, and 11 to 25 minutes in the 1 hour 
determinations. Subsequent determinations agreed within 
two and one-half minutes. Antithrombin levels deter- 
mined by the method described by Quick * did not in- 
crease after sublingual administration of heparin. These 


TABLE 2.—Compurison of Clotting Times Following Sublingual 
and Intravenous Administration of Heparin 


Clotting Time 


Time ot Determination * Case l Case 2 
* Following sublingual administration of 125 mg. of heparin sodium 
(Organon lot number “D" 1850 19-50). 
+ Following intravenous administration of 10 mg. of heparin (liquae 
emen®) sodium (Organon lot number 509250). 


studies on this person demonstrate again the variability 
in the results obtained in coagulation time determina- 
tions, which has been emphasized by Quick * and Dame- 
shek.” 
SUMMARY AND CONCLUSIONS 

Heparin was administered sublingually 29 times to 15 
persons. Nine different lots of heparin from four pharma- 
ceutical companies were studied. The results of the sub- 
lingual administration of heparin from the lots tested 
were unpredictable. In some instances the clotting times 
were slightly shortened and in others slightly prolonged. 
The prolongation of the clotting time was not sufficient 
to be of therapeutic significance. The very small dose of 
10 mg. of heparin intravenously produced a readily de- 
tectable prolongation of clotting time. We are unable to 
confirm the findings of Litwins and associates regarding 
the effectiveness of the sublingual administration of 
heparin preparations now available. 

§25 E. 68th St. (Dr. Wright). 
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NEW AND NONOFFICIAL REMEDIES 


The following additional articles have been accepted as con- 
forming to the rules of the Council on Pharmacy and Chemistry 
of the American Medical Association for admission to New and 
Nonofficial Remedies. A copy of the rules on which the Council 
bases its action will be sent on application. 


R. T. Stormont, M.D., Secretary. 


Mercumatilin Sodium.—Cumertilin Sodium (Endo).—Sodium 
8-(2'-methoxy-3'-hydroxymercuripropyl) coumarin-3-carboxylate 
(sodium mercumallylate) and theophylline. 
H.N,O..H.O.—M.W. 699.03.—Mercumatilin sodium consists of 
sodium mercumallylate (the mercuri compound, C,,HwHgNaOs,, 
mol. wt. 500.85) and of theophylline-U.S.P. in approximately 
molecular proportions. It is prepared by adding just enough 
sodium hydroxide solution to mercumatilin to effect solution. 
The salt is not isolated. An excess over | mole of theophylline 
may be added. The structural formula of mercumatilin sodium 
may be represented as follows: 


OCH, 
4 
3 2 | H20 
CH, 


Actions and Uses.—Mercumatilin sodium produces the same 
diuretic effect as other mercury-theophylline compounds, from 
which it differs slightly only in chemical structure. Its injection 
causes local irritation similar to that produced by the other or- 
ganic mercurial diuretics which are suitable only for intramus- 
cular or intravenous injection. See also general statement on 
Mercury Compounds. 


Dosage.—Mercumatilin sodium is administered intravenously, 
or preferably intramuscularly. An initial dose of not more than 
0.5 cc. (containing 132 mg. per | cc.) is recommended. Unless 
there is idiosyncrasy the subsequent average dosage recom- 
mended is 2 cc. intramuscularly, or | to 2 cc. intravenously, at 
biweekly intervals. Shorter or longer intervals may be used in 
accordance with the degree of edema or dehydration present. 
Injections should be made at different sites to avoid undue local 
irritation. Mercumatilin sodium should be employed with the 
same precautions as observed with other mercurial diuretics. 


Tests and Standards.— 

For description and standards for theophylline, see the U. S. Pharma- 
copeia under Theophyliine. 

Mercumallylic Acid (CisHisHgOv, M.W. 478.86) used in the preparation 
of mercumatilin sodium responds to the foliowing tests and standards. 

Physical Properties: Metcumallylic acid is a white, odorless powder with 
a bitter taste. It melts with decomposition at about 190°. One gram dis- 
solves in about 4.2 parts of sodium hydroxide T.S. It is slightly soluble 
in acetic acid; very slightly soluble in alcohol, chloroform and water; 
and practically insoluble in ether. 

Identity Tests: Suspend about 0.5 gm. of mercumallylic acid in § ml. 
of water contained in a small flask. Add 5 ml. of formic acid and reflux 
the mixture for 15 min. Decant the hot supernatant solution through 
a small filter paper and allow the filtrate to cool in ice-water. Dissolve 
the grayish precipitate that remains in the bottom of the flask in a few 
drops of hot nitric acid. The solution responds to the test tor mercury 
in U. S. P. XIV, page 722. Collect the crystals, which form in the filtrate, 
on a small filter paper. Wash the crystals with four § ml. portions of 
cold water, allow them to drain and dry them at 105° ‘or 2 hours: the 
cumallylic acid (8-allyl-coumarincarboxylic acid) obtained melts between 
147 and 150°. 

Purity Tests: Dissolve about 0.5 gm. of mercumallylic acid in 15 ml. 
of 0.1 N sodium hydroxide. Filter and add 2 drops of sodium sulfide 
T.S. to the filtrate: no precipitate or color is produced immediately 
(absence of mercuric ions). 

Transfer about 0.5 gm. of mercumallylic acid to the thimble of a 
Soxhlet extractor and extract it with acetone for 4 hours. Transfer the 
acetone extract to a tared weighing bottle, evaporate it to dryness on a 
steam bath in a current of warm air and finally dry it at 105° for 2 
hours: the amount of residue is not more than 2.5%. 


V 14 
1952 


Vol. 148, No. i3 


Dry about 1 gm. of mercumallylic acid, accurately weighed, at 105° 
for 4 hours: the loss in weight is not more than 5.0% 

Char about 1 gm. of mercumallylic acid, accurately ‘weighed. Cool, add 
a few drops of sulfuric acid to the charred mass and ignite: the amount of 
residue is not more than 0.05. 

Assay: (Mercury) Transfer about 0.1 gm. of mercumallylic acid, accu- 
rately weighed, and previously dried at 105° for 4 hours to a 100 mi. 
round-bottomed flask with a standard-taper joint. Add 10 mi of water; 
10 ml. of a 2:2:1 mixture of triethanolamine, xylene and n-butanol; 2 ml. 
of 50% sodium hydroxide; 0.25 gm. of zinc dust and several boiling 
stones. Attach the condenser and place the flask on an asbestos board with 
a hole about 50 mm. in diameter. Reflux the material gently over a 
small flame for about 30 min., or until an amalgam separates. Cool the 
flask, add 3 to 5 ml. of glacial acetic acid and continue heating until the 
amalgam agglomerates. Cool the mixture to about 50° and rinse the con- 
denser and the neck of the flask with 5 te 10 ml. of alcohol, collecting 
the rinsings in the flask. Decant the solution through a Gooch crucible 
and wash the amalgam remaining in the flask with four 5 ml. portions 
of alcohol and then with three 5 ml. portions of water, pouring all wash- 
ings through the crucible. Quantitatively transfer the pad and metallic 
residues in the crucible to the flask, rinsing with water to complete the 
transfer. Add about 8 ml. of nitric acid and reflux by direct heat until 
solution is complete. Cool the solution to about 70° and rinse the con- 
denser with water. Disconnect the condenser and to the hot solution add 
5% potassium permanganate dropwise until the purple color persists. Cool 
to room temperature, with water adjust the volume to about 80 to 90 ml. 
and just discharge the color with hydrogen peroxide T.S. Titrate with 0.02 
N ammonium thiocyanate, using 2 mi. of ferric ammonium sulfate T.S. as 
an indicator. Each milliliter of 0.02 N ammonium thiocyanate is equivalent 
to 0.002006 gm. of mercury and 0.004789 gem. of mercumallylic acid. The 
amount of mercury present is not less than 39.8 nor more than 43.1%, 
equivalent to not less than 95.0 nor more than 103.0% of mercumallylic 
acid. 


Dosage Forms of Mercumatilin Sodium 

SoLUTION. Identity Tests: The solution responds to the identity tests in 
the section on mercumallylic acid in the monograph for Mercumatilin 
Sodium. Retain the final filtrate from these tests for the following identity 
test: Heat the filtrate and washings to boiling and pass hydrogen sulfide 
into the solution for 10 min. Filter the mixture, cool the filtrate and 
transfer it to a 125 ml. separatory funnel. Add 10 gm. of sodium acetate 
and extract with three 10 ml. portions of chloroform. Evaporate the com- 
bined chloroform extracts nearly to dryness on a steam bath and complete 
the drying in a current of warm air. Suspend the residue in 5 ml. of 
water, heat to boiling to dissolve the residue and filter the hot solution. 
Cool the filtrate in an ice-bath. Remove the crystals by filtration, wash 
them with water and dry them at 105° for 4 hours: the theophylline 
melts between 270 and 275°, and responds to identity tests for theophylline, 
U. S. P. XIV, page 621. 

Purity Tests: To 2 mi. of the solution add 5 drops of sodium sulfide 
T.S.: no color deeper than yellow is produced and no precipitate forms 
(absence of mercuric ions). 

Assay: (Mercury) Transter to a 100 ml. round-bottomed flask an amount 
of the solution, accurately measured, equivalent to about 0.132 gm. of 
mercumatilin. Proceed as directed in the assay for mercury in the section 
on mercumallylic acid in ~ monograph for Mercumatilin Sodium starting 
with, “Add 10 ml. of wate * Each milliliter of 0.02 N ammonium 
thiocvanate is equivalent os ‘0. (00699 gm. of mercumatilin sodium. The 
amount of mercumatilin sodium present is not less than 94.0 nor more than 
106.0% of the labeled amount. 

(Theophyiline) Transfer to a 250 ml. Erlenmeyer flask a volume of the 
solution, accurately measured, equivalent to about 0.2 gm. of theophylline. 
Add 40 ml. of water. foliowed by 8&8 ml. of ammonia T.S. Add about 20 
ml. of 0.1 N silver nitrate and heat the mixture on a steam bath for 20 
min., or until the precipitate coagulates. Cool the mixture and filter 
it under reduced pressure through a filtering crucible. Wash the flask and 
precipitate with small portions of water until the washings show no tur- 
bidity with diluted hydrochloric acid. Dissolve the precipitate with a few 
5 ml. portions of hot dilute nitric acid (1:4) and wash the filter crucible 
well with small portions of water. Cooi the filtrate, and titrate with 0.1 N 
ammonium thiocyanate, using 2 ml. of ferric ammonium sulfate T.S. as 
as indicator. Each milliliter of 0.1 N ammonium thiocyanate is equivalent 
to 0.01982 gm. of theophylline (C;HsN,Oz.H:O). The amount of theophy!- 
line present is not less than 94.0 nor more than 106.0% of the labeled 
amount. 


Solution Cumertilin Sodium: 1 cc. and 2 cc. ampuls. An 
aqueous solution containing 0.132 gm. of mercumatilin sodium, 
(equivalent to 39 mg. of mercury) and !1 mg. of excess theo- 
phylline in each cubic centimeter. Endo Products, Inc., Rich- 
mond Hill, N. Y. 


Terramycin Hydrochloride.—Two empirical formulas have 
been considered for terramycin dihydrate: Co2H..NOv.2H.O and 
Cox:Hw»wN.Oy.2H.O [Regna and Solomons, Ann. N. Y. Acad. Sci. 
§3:233 (1950)]}. The molecular weight of terramycin may be 
taken as 461 and of terramycin hydrochloride as 498, based on 
the average of the two empirical formulas. 

Actions and Uses of Terramycin Hydrochloride appear in 
New and Nonofficial Remedies 1951, and were published in 
THE JowrNaL of May 19, 1951, p. 254. 
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Tests and Standards.— 


Physical Properties: Terramycin hydrochloride is a yellow, crystalline, 
odorless powder with a bitter taste. It melts with decomposition between 
190 and 194°. It is very soluble in water, soluble in alcohol, sparingly 
soluble in acetone, slightly soluble in chloroform, and very slightly soluble 
in benzene and ether. The pH of a 1% solution of terramycin hydro- 
chloride is about 2.5. 

Identity Tests: To about 25 mg. of terramycin hydrochloride dissolved 
in 5 ml. of water, add 1 drop of ferric chioride T.S.: a dark reddish brown 
color appears immediately. 

To about 25 mg. of terramycin hydrochloride dissolved in 2 ml. of 
water, add about 2 ml. of alkaline cupric tartrate T.S. and heat the solu- 
tion: a reddish brown precipitate of copper forms (presence of reducing 
groups). 

To 25 mg. of terramycin hydrochloride dissolved in 5 ml. of water, 
add 2 drops of Molisch’s reagent ($5 a-naphthol in alcohol). Carefully 
underlay the solution with 3 ml. of sulfuric acid: a reddish brown color 
appears at the liquid interface. 

To 25 mg. of terramycin hydrochloride dissolved in 5 ml. of water, add 
enough sodium hydroxide T.S. to make the solution alkaline to litmus 
and add a few drops of diazobenzene sulfonic acid T.S.: 
red. 

The specific rotation, [a]25,.D, of a 1.0% solution of terramycin hydro- 
chloride in 0.1 N hydrochloric acid is --196 +4°. 

Dissolved in Clark and Lubs buffer having a pH of 2.0 (U. S. P. XIV, 
p. 971) and using the buffer as a blank, terramycin hydrochloride shows 
ultraviolet absorption maxima at 2690 and 3530 A, minima at 2320 and 
2990 A, and a slight change in slope at about 3130 A. The ratio of 
absorbancies at 2690 and 3530 A — 1.35 + 0.03. At 3530 A, the specific 
absorbancy, E(1%, 1 cm.), is 284 + 6 for terramycin hydrochloride and 
306 + 6 for terramycin. 


the solution turns 


Purity Tests: Dry about 0.5 gm. of terramycin hydrochloride, accurately 
weighed, at 105° for 2 hours: the loss in weight is not more than 2.0%. 

Using a sample of about 0.1 gm. of terramycin hydrochloride dissolved 
in 10 ml. of water, determine the amount of heavy metals present by 
means of the dithizone test for lead (U. S. P. XIV, p. 702): the color 
developed is of no deeper shade of violet than that of a control corre- 
spending to 25 ppm. of lead. 

Char about 0.5 gm. of terramycin hydrochloride, accurately weighed. 
Cool and moisten with 2 ml. of sulfuric acid and ignite to constant weight: 
the ash is not more than 0.25%. 

Assay: (Terramycin) Accurately weigh about 50 mg. of terramycin 
hydrochioride into a 200 ml. volumetric flask and dilute to the mark 
with Clark and Lubs buffer having a pH of 2.0 (U. S. P. XIV, p. 971). 
Mix well and transfer 5 ml. of the solution to a 100 ml. volumetric flask 
and dilute to the mark with the buffer. Determine the absorbancy of the 
final solution (0.001%) at 3530 A with a suitable spectrophotometer, using 
the Clark and Lubs butler as a blank. The concentration of the final 
solution in mg./ml. = absorbancy at 3530 + 30.6. The amount of 
terramycin present is not less than 89.0 nor more than 96.4%. 

(Biological) Terramycin hydrochloride is also assayed with the same 
test organism and media as recommended by the Antibiotic Division of 
the U. S. Food and Drug Administration for the turbidimetric assay of 
streptomycin (Federal Register, 10/28/48, Sec. 141.101, par. J). 


Dosage Forms of Terramycin Hydrochloride 


Capsutes. Identity Tests: The capsules respond to the identity tests in 
monograph for Terramycin Hydrochloride. 

Assay: (Terramycin) Determine the average weight of the contents of 
20 capsules. Accurately weigh a sample equivalent to about 50 mg. of 
terramycin and proceed with the spectrophotometric assay as directed in 
the monograph for Terramycin Hydrochloride. The amount of terramvyecin 
present is not less than 85.0 nor more than 115.0% of the labeled amount. 

Powpver. /dentity Tests: Terramycin hydrochloride is supplied as a 
solid or a mixture of solids to which an appropriate diluent is added be- 
fore use to prepare the elixir, intravenous injection, oral drops, and 
ophthalmic solution. These powders respond to the identity tests in the 
monograph for Terramycin Hydrochloride. 

Assay: (Terramycin) Determine the average weight of the contents of 
4 vials of the dosage form under consideration. Accurately weigh an 
amount of the powder equivalent to 50 mg. of terramycin and proceed 
with the spectrophotometric assay as directed in the monograph for 
Terramycin Hydrochloride. For the elixir, intravenous injection, oral 
drops, and ophthalmic solution the amount of terramycin present is not 
less than 85.0 nor more than 115.0% of the labeled amount. 


OrntTMENT. Identity Tests: The solution prepared for the assay of the 
ointment responds to the spectrophotometric data given under identity 
tests in the monograph for Terramycin Hydrochloride. Use Clark and 
Lubs buffer (pH = 2.0) equilibrated with ether as the blank. 


Assay: (Terramycin) Determine the average weight of the contents of 
3 tubes. Transfer an accurately weighed amount of ointment equivalent 
to about | mg. of terramycin into a 250 ml. separatory funnel with the 
aid of about 75 ml. of ether. Extract the ether layer once with exactly 
100 mi. of Clark and Lubs buffer, pH = 2.0 (U. S. P. XIV, p. 971), 
Measure the light absorbancy of a portion of the buffer layer at 3530 
A in a suitable spectrophotometer, using the buffer equilibrated with ether 
as a blank. The concentration of the tinal solution in mg./ml. = absorb- 
ancy at 3530 A = 30.6. The amount of terramycin present is not less than 
85.0 nor more than 115.0% of the labeled amount. 
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USE AND ABUSE OF MILK IN 
DIET OF CHILDREN 


For many years pediatricians have declared that the 
excessive use of milk to the exclusion of other good foods 
is inconsistent with good growth and development. This 
is not the fault of milk, per se, but in a diet in which the 
caloric requirement is met chiefly by milk there is an 
absence of other foods essential to normal growth. Chil- 
dren with normal dietary habits eat a variety of whole- 
some foods and do not depend mainly on milk to satisfy 
their appetites. 

There are a number of reasons, well known to experi- 
enced pediatricians, to explain why some children de- 
velop the habit of drinking milk in excess of normal 
requirements. These reasons include the reliance of 
parents on the false notion that if a child drinks enough 
milk his nutrient requirements are fulfilled, failure to 
make use of the simple basic knowledge that a variety 
of good food is essential to good nutrition, the lack of 
parental interest or oversolicitude concerning the im- 
portance of good eating habits, incomplete or erroneous 
knowledge of how to prepare food for a child, and poor 
mental hygiene at mealtime. 

While a profound knowledge of the nutrient contribu- 
tion of milk is essential to the specialist, a basic knowl- 
edge of its place in the diet is all that is necessary at the 
family level. Somewhere between a pint and a quart of 
milk a day is useful and generally recommended for chil- 
dren. Adolescents often demand and may even benefit 
from the use of more than a quart of milk per day during 
the period when their appetites are great and their de- 
velopment rapid. The development of family attitudes in 
which the eating of all foods is considered a pleasure and 
not a duty is helpful in establishing good eating habits. 
These facts, together with the knowledge that a variety 
of food is essential to good growth and health, should 
prevent families from falling into faulty eating patterns 
including the misuse of milk. 

P. C. Jeans, in the Handbook of Nutrition of the Coun- 
cil on Foods and Nutrition, states, “Milk should not be 
considered solely as a source of calcium. It contributes 
most importantly to the requirement for protein as well 
as other essentials. During the period when the calcium 
requirement is lowest the requirement for protein is high. 
Consequently, it seems preferable to advise at least one 
and one half pints of milk after the period of infancy and 
up to the age of 10 years. The taking of a full quart 
throughout this period can be considered only as bene- 
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ficial, provided the larger quantity does not crowd from 
the diet other essential foods. The fear or belief that the 
larger quantity may have this effect is widely prevalent 
but not too well founded, especially for those children 
who have normal appetites. It is true that in some in- 
stances psychological reasons arise for giving the smaller 
quantities of milk mentioned as meeting the calcium re- 
quirement. In such instances the protein requirement can 
be met with other protein foods, such as meat and eggs.” 
Jeans also states: “In meeting the protein require- 
ment, one should place emphasis on the value of milk. 
A quart of milk daily supplies most of the protein need 
of the young child and half the need at the beginning of 
adolescence. Such a quantity of milk contributes more 
protein to the diet than any other single food. When milk 
is excluded from the diet, the protein requirement of the 
child can be met only if special and expert supervision 
is given.” Milk is one of the most important parts of the 
diet for infants and children. However, like all foods, it 
must be wisely used. Milk should be a part of the diet of 
all infants and children; on the other hand, it cannot be 
used as the sole source for food, except when specifically 
prescribed during certain treatment regimens. 


CONTROL OF BARBITURATES 


At the present time there is a movement afoot to draft 
legislation that would provide more extensive federal 
regulatory controls over the sale and distribution of 
barbiturates. One of the legislative proposals would in- 
volve a licensing or registration provision for physicians 
who prescribe or dispense these drugs. Apparently the 
suggestion for such proposed legislation comes from 
within the Federal Security Agency. 

The recently enacted Durham-Humphrey amendment 
to the Federal Food, Drug and Cosmetic Act should pro- 
vide adequate safeguards against the illegitimate dis- 
tribution and sale of barbiturates that move in interstate 
commerce. The new amendment specifically prohibits 
pharmacists from selling dangerous drugs such as barbit- 
urates over the counter; furthermore, refilling of a pre- 
scription for a drug that cannot be used safely by the 
laity in self-medication is a violation of the law unless 
the pharmacist has express authorization from the phy- 
sician to do so. There is need for at least a comparable 
strengthening of all state and local laws insofar as intra- 
state traffic in barbiturates and other dangerous drugs is 
concerned to obviate any need for more stringent control 
in this field by the federal government. 

Barbiturates are valuable drugs that are used exten- 
sively in medical practice; however, sensational articles 
in lay publications have portrayed these therapeutic 
agents as a most evil drug menace. It is true that “sleep- 
ing pills” are not infrequently used by the laity to commit 
suicide. Psychopathic persons and other persons with 
unstable personalities seeking a “thrill” or a means of 
escaping from reality are known to misuse barbiturates; 
however, the great majority of practicing pliysicians 
recognize the dangers attending possible misuse of these 
drugs and are careful to prescribe them only in quantities 
sufficient to meet the legitimate medical needs of the 
particular patient. 
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Legislation providing a federal licensing or registra- 
tion system of control over the prescribing or dispensing 
of the barbiturates by physicians is unnecessary and 
would set a dangerous precedent. The Federal Security 
Agency, through the Food and Drug Administration, 
might well attempt to extend this type of control to cover 
all drugs having any significant potentiality for harm. By 
this means, the Administrator of the Federal Security 
Agency ultimately could attain the power to dictate in 
large measure the practice of medicine in this country. 

The Committee on Legislation of the American Medi- 
cal Association has considered legislation for the control 
of barbiturates and does not believe licensing of phy- 
sicians to prescribe such drugs is necessary or desirable. 
It believes that the problem of the promiscuous sale and 
use of barbiturates can be solved by other measures. 
One of these requires the help of those members of the 
medical profession who erringly prescribe too many tab- 
lets or capsules at one time. They are not serving the best 
interests of their patients or of their profession, when they 
resort to such careless practices. Careful contro! by phy- 
sicians should be exerted over their own prescribing 
habits, over the habits of office assistants who may be 
tempted to dispense barbiturates without their knowl- 
edge, and even over careless ordering for patients in 
hospitals. 


POTASSIUM AND PROTEIN SYNTHESIS 


For the fabrication of protein it is necessary to have 
all the essential components of a particular tissue; this 
means that, in addition to the required amino acids, the 
necessary inorganic salts must be available. Among the 
various inorganic substances that are intimately con- 
nected with protein tissues, potassium has been investi- 
gated actively in recent years. It has been known that in 
the fasting animal both potassium and nitrogen are ex- 
creted in the urine in the ratio of 1 to 10. Also, other 
investigations have shown that it is possible in the case 
of human subjects to roughly calculate nitrogen balance 
from potassium balance. 

Recently Cannon and associates ' have investigated 
the relationship between nitrogen storage and potassium. 
Using the rat repletion method developed in the Uni- 
versity of Chicago laboratories these investigators found 
that animals that were given potassium chloride in ad- 
dition to the basal ration, which was deficient in potas- 
sium, grew at a greater rate than the controls, which did 
not receive the inorganic supplement. It should also be 
noted that the animals that received the potassium had 
better appetites and consequently consumed greater 
amounts of food. In a second series of studies attempts 
were made to maintain the two groups of animals on 
equal caloric levels of energy intake. Again it was found 
that there was less growth in the potassium-deficient ani- 
mals. Twenty milligrams of potassium chloride per day 
would meet the requirements of the rat for this element. 
Excessive amounts of the salt did not appear to increase 
the weight gain of the animals. 

A further study was carried out with two different 
types of protein hydrolysates prepared commercially for 
parenteral administration. Animals that received the 
amino acid preparations orally plus additional amounts 
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of potassium showed increased growth as compared with 
those animals on a similar diet, but lacking potassium. 
The fact that the amino acid preparations that were ade- 
quate nutritionally, because of both the amount and the 
distribution of utilizable nitrogen, produced poor growth 
in animals on potassium-deficient diets has some sig- 
nificance in parenteral feedings where in many cases only 
amino acids and carbohydrate are commonly admin- 
istered to meet the nutritional needs of the patients. 


SMOKER’S LARYNX 


Attention has recently been directed by Myerson * to 
a lesion of the vocal cord caused by irritation due to ex- 
cessive smoking. This observation is based on a series of 
143 patients, ranging in age from 16 to 69 years, and 
including 129 men and 14 women. Except for three 
persons who were cigar smokers, the entire group smoked 
from 20 to 120 cigarettes daily. The diagnosis of smok- 
er’s larynx was based on a history of excessive smoking 
and the appearance of one or more lesions on the vocal 
cords. 

The earliest change that can be detected by laryngeal 
examination is that of localized edema of part of a vocal 
cord, but, at a later date, the edema is replaced by an 
edematous fibroma. These fibromas vary in size and 
shape and are influenced not only by the duration of the 
lesion but by the intensity of exposure to irritating factors 
inherent in the smoking process. Ordinarily, the initial 
lesion of the vocal cord is relatively small, rarely occupy- 
ing more than one-half of the anterior two-thirds of the 
structure; however, should the smoker continue smoking, 
multiple tumor masses involving both vocal cords are 
likely to ensue. 

Varying degrees of hoarseness and vocal fatigue are 
usual clinical manifestations of smoker’s larynx. In gen- 
eral, the longer the period of smoking, the firmer the 
growth of the tumor and the hoarser the smoker. 
Complete cessation of smoking is an effective measure 
only during the early stages of edema of the vocal cord. 
If the lesion does not show pronounced improvement 
after 24 hours of abstinence from smoking, it can be 
considered permanent, in which case treatment requires 
removal of the tumor by surgical means. 

These findings are of general interest to the medical 
profession particularly in view of current cigarette ad- 
vertising campaigns, which utilize extensive mass means 
of communication to emphasize claims for irritation- 
free qualities of cigarettes in terms of their effect on the 
human voice. To extol the virtues of the advertised 
brands, actors, musical comedy stars, opera singers, and 
others ascribe to their brand of cigarette an innocuous 
effect on their laryngeal structures. Whatever the smok- 
ing habits of these singers and actors may be, it is un- 
likely that they are aware of the published description of 
lesions of the vocal cord caused by irritation due to ex- 
cessive smoking, nor are they in a position to judge scien- 
tifically the effects of smoking on the body. 


1. Cannon, P. R.; Frazier, L. E., and Hughes, R. H.: Influence of 
Potassium on Tissue Protein Synthesis, Metabolism 1: 49, 1951, 

1. Myerson, M. C.: Smoker’s Larynx: A Clinical Pathological Entity, 
Ann. Otol. Rhin. & Laryng. 59: 541, 1950. 
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THE PRESIDENT’S PAGE 


A MONTHLY MESSAGE 


The term public relations has many definitions. My 
own conception of the term might be expressed, “the 
opinion that the majority of the public holds concerning 
some segment of society or the organization representing 
it.” The public relations of the American Medical Asso- 
ciation, in my opinion, are the sum total of what Amer- 
icans think about our Association. Using this definition, 
it is obvious that public relations can be either good or 
bad, or can be nonexistent, in those instances where 
people know nothing of our organization. 

It is certain that many more persons know something 
about the American Medical Association today than was 
true five years ago. | believe that our public relations 
have improved greatly during this period, and this is 
because the A. M. A. has developed a more active and 
more positive program and because we have been telling 
our story to the people. 

In this President’s Page I would like 


was inexperienced in fighting national legislation. The 
Board of Trustees therefore decided to employ a public 
relations firm that had had experience in campaigning 
against socialized medicine. They selected Whitaker and 
Baxter, the firm that had directed the California Medical 
Association’s successful battle. Whitaker and Baxter were 
given two specific assignments: (1) to defeat com- 
pulsory health insurance and (2) to promote voluntary 
health insurance. You are all familiar with the strong 
campaign they organized at the grass roots, which has re- 
sulted inthe temporary defeat of compulsory health insur- 
ance legislation and contributed significantly to the grow- 
ing sentiment against socialism. You are equally familiar 
with the mushrooming growth of voluntary health in- 
surance, due in part to the promotional activities of the 
National Education Campaign. Whitaker and Baxter now 
are retained on a half-time basis to assist the Association 

in resisting the attacks of the socializers, 


to describe for you how our Associa- 
tion’s public relations program is con- 
ceived and carried out, with particular 
emphasis on the work of our Depart- 
ment of Public Relations. The responsi- 
bility for determining the A. M. A.’s 
public relation policies, as weil as all 
other A. M. A. policy, lies with the 
House of Delegates. Between meetings 
of the House, this responsibility is as- 
sumed by the Board of Trustees, subject 
always to approval by the House at its 
next session. Since public relations in- 
cludes all actions of the Association that 
affect the public, it obviously involves 
almost the entire A. M. A. program. 
This is why public relations policy must 
be decided at the top level. Practically 
speaking, determination of PR policy 
means that the House of Delegates and the Officers and 
Trustees consider all A. M. A. projects in the light of 
their effect on the public as well as on the profession. 


Speaking generally, it is the belief of the Association 
that the only basis for a sound PR program is right 
action. If the A. M. A. does not make its decisions in 
the public interest, it can employ all the “high-powered” 
PR experts in the country to paint a favorable picture of 
its activities and they will not be successful. You cannot 
sell a product if it is not a good one. (In justice to PR 
professionals, I might add that none of them worthy of 
the name would accept a position with an institution that 
did not subscribe to this philosophy. ) 


Once public relations policy has been determined by 
the House of Delegates, it is necessary to have a staff 
agency that coordinates PR activities and focuses atten- 
tion on the Association’s public relations goals. This 
function is assigned to the Department of Public Rela- 
tions. 

In 1948, when Mr. Truman was reelected and social- 
ized medicine appeared to be just around the corner, this 
Department was barely a year old, had a small staff, and 


who continue actively to promote their 
schemes in many areas of medicine. 

Organizationally, Whitaker and Bax- 
ter Operate as an independent firm. They 
report directly to the A. M. A. Cam- 
paign Coordinating Committee. which 
is composed of four members of the 
Board, three members of the House of 
Delegates, the President. Past-Presi- 
dent, President-Elect, and Secretary and 
General Manager. 

The American Medical Association's 
Department of Public Relations is re- 
sponsible for coordinating all other PR 
activities of the Association. Adminis- 
tratively, it functions as a branch of the 
Secretary's Office. While it conducts 
certain projects of its own. much of its 
work consists of advising and assisting 
other A. M. A. Councils and Bureaus and state and 
county medical societies with medical public relations. 
The Executive Committee of the Board comprises the 
Association’s Public Relations Committee. which directs 
the policy of the Department. In addition. a committee 
of executive secretaries and public relations directors of 
State medical societies meets periodically to advise the 
Director, with particular emphasis on PR techniques and 
problems at the state and county level. 

The Department’s work has three general aims: 1. 
Telling the story of the A. M. A. and the medical pro- 
fession to the public through the use of various media of 
communication. 2. Encouraging the development of 
sound public relations practices on the part of A. M. A. 
Councils and Bureaus and on the part of state and county 
medical societies and individual physicians. In this con- 
nection it provides information on successful PR projects 
and attempts to coordinate public relations activities at 
the various levels of organized medicine so that they are 
focused on similar goals and duplication of effort is 
avoided. 3. Assisting the Officers. Trustees. and the 
Secretary and General Manager in their continuing job 
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of keeping the membership informed regarding the activi- 
tres of the Assoctaticn. 

To tell the A. M_ A.’s story to the public. the Depart- 
ment issues a weekly news release. which goes to wire 
Services, Newspapers. Magazines. and science writers in 
ail parts of the country. It includes both scientific and 
Association news. This release is the basis for many of 
the authentic scientific stories that you see printed in the 
press and in news magazines. At the time of the A. M. A. 
Annual and Clinical Sessions. the Department issues 
special releases based on scientific papers to be delivered 
at the meetings. To give you an idea of the scope of this 
work. the Departmen: mails over 30 different releaszs in 
advance of each annual meeting. In addition. a press room 
IS maintained im the convention city to service between 
606 and 80 newspaper and magazine reporters who regu- 
larly cover cur A. M_ A. sessions. Publicity for A. M. A. 
special conferences. such as those on Rurai Health. In- 
dustrial Health. Civil Defense. and Medical Education, 
ts also handled by this department. 

A day-by-day service to magazine writers and editors 
is maintained. The Department assists in the preparation 
of manuscripts by collecting material and arranging inter- 
views with medical authorities. On request reviews 
compicted manuscripts for accuracy. ( These are checked 
by physicians on the A. M. A. staff.) It ts the PR De- 
partment that handles maiiines of magazine reprints to 
physicians for distribution te the public through their 
offices and mailings to opmion leaders in other organiza- 
tions. Pamphiets are also prepared for the general public. 
The most recent was ~A Doctor for You.~ This vear. two 
pamphieis on the cost of sickness are scheduled. as weli 
as one on the A. M_ A.. and one on the Principles of 
Medical Ethics. to be titled “The Code Your Doctor 
Lives by.” The Department cooperates aith the Bureau 
of Health Education. the Bureau of Exhibits. and the 
Commitee on Medical Motion Piciurses. in using the 
media of radio. television. exhibits. and films to tell the 
profession s sory. 

To me. one of the most important aspects of the De- 
partments work ts promotion of the many sound public 
relauens projects Geveloped within the Association. 
Examples of actnities that have been encouraged in 
ceoperation with other Councils inciude the establish- 
ment of erievance Commiuttecs. 24-hour aight and emer- 
gency telephone answering systems. school and rural 
health programs. local health councils. press-radio codes 
of cooperation and special commitiees within societies 
to handle press relations. “health days” or “health fairs~ 
sponsored by medical societies or auxilianes. medical 
society speakers bureaus. medical economic bureaus. 
radio programs. and aciive participation by physicians 
in community affairs. There are others. but space does 
not permit 2 complete isting. 

Recently the Department has put special emphasis on 
what is certainly one of the profession's principal PR 
problems: the cost of sickness. At the suggestion of 
leaders of the A. M. A.. the Department developed a 
plaque to be displayed prommently in physicians’ offices. 
it reads_~To My Patsents—I tnvite you to discuss frankly 
with me any questions regarding my services or my fees. 
The best medical service 1s based on a friendly mutual 
understanding between doctor and paticnt.” You have 
no doubt seen these plagues advertised in medical jour- 
nals. Perhaps you have already purchased one for your 
office. This is part of a concerted effort by the A. M. A. 
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to encourage physicians to discuss finances with their 
patients. Such discussion provides an opportunity to 
explain health insurance, the cost of drugs, and such 
extra charges as consultant's fee, charges for anes- 
thesiology and radiology, and private nursing costs. Our 
campaign is based on the discovery by grievance commit- 
tees that most fee complaints result, not from overcharg- 
ing. but from misunderstandings that could have been 
prevented easily if the physician had taken time to dis- 
cuss charges with his patient. Attention is also being 
given to the PR factors in bill collecting, office manage- 
ment. and the training of office personnel. 

How does the Department promote these various 
projects? It sponsors an annual National Conference on 
Medical Public Relations, which is attended by repre- 
sentatives from every state medical society. It issues a 
bimonthly newsletter called “PR Doctor,” which is 
packed with case histories of successful medical public 
relations projects. State societies and large county socie- 
ties receive an accompanying packet of sample materials. 
One of the most important methods for pushing these 
ideas is through the Department's Field Service. A field 
service director is on the road almost constantly visiting 
State and county societies to advise on public relations. 

The third general area of the Department’s work is 
assistance to the Secretary and officers in keeping the 
membership informed. It prepared the new handbook 
“Guide to Services of the A. M. A..” which has been 
sent to all medical society officials. It edits the “Secre- 
tary’s Letier™ and publishes the “Daily Bulletin,” the 
cenvention newspaper issued at Annual and Clinical 
Sessions. The Department also assists in the preparation 
of speeches and articles on the A. M. A. A pamphlet, 
“Its Your A. M. A..~ designed to inform the member- 
ship of services available to them through the Associa- 
tion. is in production. 

I have devoted an unusual amount of space to a dis- 
cussion of the public relations activities of the Associa- 
tion. I decided to do this because many physicians with 
whom I come in contact are a little unsure of what pub- 
lic relations entail, and because I feel it is most important 
for ail medical societies to develop effective programs in 
this field. 

Our profession has slipped in public veneration from 
the days of the almost universally adored country doctor. 
The only way to reestablish that relationship is for us 
to give the best possible service of which we are capable, 
both in the practice of medicine and in community 
leadership. Good performance is not enough, however, 
uniess the public 1s aware of it. Our enemies are ever 
ready with charges against us. The public will be receptive 
to these attacks unless we effectively tell the story of our 
system of medical care. 

While individual physicians cannot seek favorable 
publicity, medical societies can publicly take credit for 
good performance. When a medical society is an active 
public service organization, it can successfully raise the 
prestige of the total local medical profession. I therefore 
strongly urge every society to establish a positive public 
service program. Do this, and then tell your community 
about it. In developing such programs, we must always 
keep before us the key to successful public relations. This 
is the knowledge that in order to win and retain public 
respect it must be deserved! 


Joun W. Ciixe, M.D., San Francisco. 
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ORGANIZATION SECTION 


‘STATEMENT BEFORE HOUSE COMMITTEE BY 

DR. GEORGE F, LULL, SECRETARY AND GENERAL 
MANAGER OF THE A. M. A., ON FLUORIDATION 

OF DRINKING WATER 


The Councils on Pharmacy and Chemistry and Foods and 
Nutrition of the American Medical Association made a careful 
study of all the available data on the ingestion of fluorides in 
drinking water under natural conditions and when fluorides are 
added. On the basis of this study, the Councils on Pharmacy and 
Chemistry and Foods and Nutrition adopted the following state- 
ment, Nov. 2, 1951: 

“The Council on Pharmacy and Chemistry and the Council 
on Foods and Nutrition have been requested to state their 
opinion regarding the safety of fluoridation of water supplies, 
a procedure which has now been adopted by more than 140 
cities. 

“The Councils are unaware of any evidence that fluoridation 
‘of community water supplies up to a concentration of one part 
per million would lead to structural changes in the bones or to an 
increase in the incidence of fractures. The only difficulty so far 
revealed is a possible increase in mottling of the tooth enamel. 
The available evidence based on thousands of observations indi- 
cates that the incidence of mottling of the enamel in children 
who drink water containing fluoride up to a concentration of one 
part in a million is minimal and detectable only by careful dental 
examination. It occurs only in a small percentage of children and 
is so slight as not to present a problem from the point of view of 
appearance or strength of the teeth. Evidence of toxicity other 
‘than the effect on enamel has not been reported in communities 
where the water supply has several times this concentration. After 
, considering the evidence available at this time, the Councils 
 balleve that the use of drinking water containing up to one part 
per million of fluoride is safe. However, the use of products 
which are naturally high in fluoride content, such as bone meal 
tablets, or of lozenges, dentifrices, or chewing gum, to which 
fluoride has been added, should be avoided where the drinking 
water has been fluoridated. In places where children are sub- 
jected to warm temperatures and consequently drink large 
amounts of water, a lower concentration of fluoride may be 
necessary to avoid mottling of the teeth.” 


The Councils purposely refrained from making any recom- 
mendation that communities support or oppose projects for the 
fluoridation of water supplies. It was the opinion of the Coun- 
cils that this question should be answered by the dental pro- 
fession. 


The House of Delegates of the American Medical Association 
at its meeting in Los Angeles, Calif., Dec. 4 to 7, 1951, adopted 
the following resolution: 

- “Wuereas, Carefully controlled studies have demonstrated 
that fluoridation of water supply has been definitely beneficial 
in the reduction of dental caries in the younger age groups; and 

“WHEREAS, The Council on Pharmacy and Chemistry has re- 
ported that fluoride is nontoxic in community water supplies up 
to one part per million; and 

“WHEREAS, The addition of fluoride to community water sup- 
plies seems to have merit; therefore be it 

“Resolved, That the House of Delegates of the American 
Medical Association endorse the principle of fluoridation of 
community water supplies.” 

The House of Delegates of the Association went a step further 
than the Councils in endorsing the principle of fluoridation. 
Again, however, the House of Delegates did not urge or recom- 
mend that any communities undertake to fluoridate their water 
supplies. In summary then, the American Medical Association, 
through its Councils on Pharmacy and Chemistry and Foods and 
Nutrition and House of Delegates, has reached the following con- 
clusion with respect to fluoridation: Fluoridation of public water 
supplies in a concentration not exceeding one part per million 
is nontoxic, and its principle is endorsed. 


STATEMENT OF AMERICAN MEDICAL ASSOCI- 
ATION ON RESERVE ACT OF 1951 BEFORE 
SENATE ARMED SERVICES COMMITTEE 


The Committee on Legislation of the American Medical 
Association considered the Reserve Act of 1951 (H. R. 5426, 
82d Congress) on Dec. 4, 1951, and voted to endorse it. This 
action was approved by the Board of Trustees on Dec. 6, 1951. 
In approving this measure, it was the feeling of the Committee 
on Legislation that the purposes of the bill and the mechanism 
proposed were basically sound. Since the above action was 
taken, our Association has considered and testified relative to 
legislation designed to effectuate a universal military training 
program. At that time the Association did not take a position 
for or against the enactment of universal military training leg- 
islation; however, several proposals were advanced relating to 
the medical aspects of such a program. Certain of these pro- 
posals are briefly restated here. 

Continuation of Preprofessional and Professional Education 
for Qualified Students.—It has always been the firm belief of 
the American Medical Association that it is imperative that safe- 
guards be adopted to prevent any disruption in the education of 
an adequate force of professional personnel. The necessity for 
such safeguards became particularly apparent with the intro- 
duction of proposals to institute a universal military training 
program. It is essential, not only to the maintenance of an ade- 
quate and effective corps of trained reserves but to the general 
welfare of the civilian population, that the education of pro- 
fessional personnel be allowed to proceed without any impair- 
ment. 

In outlining recommendations relative to the general frame- 
work of universal military training, the National Security 
Training Commission recommended against split periods of pre- 
liminary training and deferment of professional students from 
the six months’ training period. In testifying on S. 2441, we 
expressed the belief that the holding in abeyance of the reserve 
obligation for National Security Training Corps “graduates” was 
the one remaining mechanism for insuring the uninterrupted 
flow of trained reserves. It was our feeling then, as it is now, 
that two further points should be considered: first, the seven 
and one-half years of reserve obligation required by universal 
military training legislation should be deferred until a physician 
has completed his internship and, in some instances, his resi- 
dency training, and second, that no undue advantage should 
accrue to armed forces hospitals by allowing internship and 
residency service in such installations to count against total 
reserve obligation. 

Source and Selection of Medical and Allied Health Personnel. 
—There is considerable concern in the medical profession as 
to the method to be used in determining the medical and allied - 
health personnel required to man a universal military training 
program. The American Medical Association is, as previously 
stated, in favor of vesting the authority for making such de- 
cisions in a national civilian board or a comparable agency in 
order to insure the proper distribution of medical and other 
health reserves between civilian and military needs. Unless this 
is done it will be extremely difficult to insure that men will serve 
in a manner that will contribute the most to the strength of the 
nation. 

In our statement on S. 2441, 82d Congress, it was also urged 
that preinduction, induction, and periodic reserve physical ex- 
aminations should not be performed by full-time medical 
personnel of the armed forces. It is believed that the use of 
additional physicians in the armed forces for this purpose is 
undesirable and unnecessary. It is recommended, instead, that 
such examinations be conducted by civilian physicians on a fee 
basis or by reserve personnel for the purpose of maintaining a 
satisfactory reserve status. Section 226 of H. R. 5426 could be 
amended to cover at least the portion of this recommendation 
dealing with periodic reserve physical examinations. 

S. 2441 as reported favorably by your committee did aot 
include any of our recommendations. It is assumed, however, 
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on the basis of the discussion at the time of our last appearance 
and later official statements in connection with S. 2441, that 
the committee deems it preferable to consider these matters in 
connection with the over-all reserve bill that is now before you. 

Despite the recent action by the House of Representatives 
in referring universal military training legislation back to com- 
mittee, the pendency of such legislation before the Senate 
prompts the Association to again stress the need for adopting 
these proposals. If favorable action is taken by the Congress on 
S. 2441 or similar legislation, the only way to insure the adop- 
tion of the safeguards suggested is to provide for their inclusion 
in H. R. 5426. 


NEW RADIO SERIES 


The Board of Trustees of the American Medical Association 
has announced a new health education radio series to be carried 
over the National Broadcasting Company network on six suc- 
cessive Saturdays, beginning March 29. The programs will be 
presented as a public service by the A. M. A. in cooperation 
with NBC. 

Charles Laughton, famous English actor, will serve as narra- 
tor for the series. Each show will originate from New York at 
7:30 p. m. Eastern Standard Time. Seventy-four NBC stations 
from coast to coast will pick up the program at that time, while 
21 stations will transcribe it for re-broadcast. 

The title of the series is “Medicine, U. S. A.” Broadcast dates 
and subjects to be covered are: March 29, alcoholism; April 5, 
psychiatry; April 12, longer life; April 19, contagious diseases; 
April 26, exercise and athletics; and May 3, medicine’s progress. 
“Medicine, U. S. A.” will be produced under the supervision 
of the Bureau of Health Education. 


NEW A. M. A. RECORDINGS 


A new series of 13 recordings for use by medical societies 
over jocal radio stations has just been released by the Bureau 
of Health Education at A. M. A. headquarters. Titled “Inter- 
lude,” the series presents organ selections of music by 13 differ- 
ent composers of 75 to 100 years ago, together with brief dis- 
cussions of health problems incident to those days and ills of 
the composers themselves as contrasted with present health con- 
ditions. The transcriptions were prepared under the supervision 
of Dr. W. W. Bauer, Bureau Director, who gives the medical 
summary in each presentation. Production was by Marshall- 
Hester Productions, New York, with Burr Lee, Chicago, di- 
rector, Jack Odell narrator, and Porter Heaps organist. Pro- 
gram time of each recording is 14 minutes, 30 seconds. Sets can 
be obtained on loan, without charge, by application to the 
Bureau of Health Education. 


STATE MEDICAL LEGISLATION 


Arizona 


Bill Enacted.—H. 22, has become Ch. 16 of the Laws of 1952. It amends 
the medical practice act by authorizing the board to refuse, revcke, or 
suspend a certi.icate to practice medicine to any person who is physically 
or mentally unable safely to engage in the practice of medicine and sur- 
gery or when the holder of a certificate has been declared insane, 


Georgia 

Bill Enacted.—H. 875, has become Act No. 804 of the Acts of 1952. 
It amends the premarital examination law so as to permit the necessary 
certificates to be signed by osteopaths. 


Kentucky 


Bill Enacted.—S. 140, approved March §, 1952. It provides for the 
creation of a department of mental health and sets forth the powers, 
duties, and functions of such department. 


Michigan 


Bill Introduced.—H. C. R. 32, proposes the creation of a committee to 
investigate all matters relative to the office of coroner and the various 
methods and procedures used in such offices and to investigate the need 
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of amendatory legislation to bring about a system of administration of 
such offices in line with modern practices, to make available to the public 
and to the legislature and other public officers pertinent data relative to 
crimes, public health hazards, and the causes of industrial accidents and 
occupational diseases. 


Mississippi 


Bills Introduced.—H. 566, proposes to authorize certain county courts to 
commit alcoholics and drug addicts to private hospitals for treatment. 
H. 602 to amend the law relating to grants in aid to hospitals furnishing 
charity services, proposes that no funds shall ever be granted to any insti- 
tution, corporation or association which is owned or operated or managed 
Or controlled in whole or in part by any church or any religious society, 
organization, association, or group, either incorporated or unincorporated. 
H. 631, proposes an appropriation for the purpose of defraying the ex- 
penses of the state board of health in conducting a program of eradication 
and control of syphilis and other venereal diseases. H. 702, proposes to 
make it a misdemeanor for any person engaged in any of the healing arts 
to use the term “doctor,” either in full or by abbreviation, in association 
with his name on any letterheads, cards, signs, advertisements, newspaper 
publications, correspondence, or other manner unless such person is a 
graduate of an approved school of medicine, dentistry, optometry, or 
veterinary sciences. H. 708, proposes to make it a misdemeanor for any 
person engaged in the healing sciences to advertise by signs placed upon 
the streets or roads or by newspaper, bulletins, handbills, postcards, per- 
sonal correspondence, radio, or in any other form whatsoever except that 
they may have a sign not larger than 6 inches in height placed in front 
of the hospital, clinic, or other place where the person has an office 
Stating the person’s name, special field in which he is engaged, scholastic 
degrees, and office hours. S. 446, proposes to authorize the state hospital 
commission to establish minimum requirements to constitute a standard 
hospital and to inspect hospitals to determine the number, experience, 
training, and ethics of the staff or personnel in order to ascertain whether 
the hospital meets the standard requirements. No hospital that fails to 
meet the standard shall be eligible to receive funds for the care and hos- 
pitalization of the indigent sick. 


Missouri 


Bill Introduced.—H. 523, to amend the law relating to coroners and 
inquests, proposes, among other things, that upon taking charge of a dead 
body and before moving the same, the coroner shall carefully note the 
appearance, the condition, and position of the body and record every fact 
and circumstance tending to show the cause and manner of death. The 
coroner would also be authorized to employ the services of a pathologist, 
chemist, or other expert to aid in the examination of the body or of the 
substances supposed to have caused or contributed to death. 


New York 


Bill Introduced.—S. 2905, to amend the public health law relating to 
the inspection of designated laboratories and institutions wherein certain 
tests on living animals may be performed, proposes that a special rep- 
resentative of the state commissioner of health shall be appointed from an 
eligible list of five persons to be submiited by the New York state humane 
society. Such special representative would inspect such laboratories at least 
Once quarterly to insure compliance with rules and standards. 


Bills Enacted.—A. 264, has become Ch. 91 of the Acts of 1952. It 
makes it unlawful for any person to sell or furnish, other than to a 
licensed physician, dentist, veterinarian, nurse, podiatrist, pharmacist or 
drug store, hospital, sanitarium or other medical institution or a regular 
dealer in medical and surgical supplies or a resident physician or intern, 
a hypodermic syringe or hypodermic needle except pursuant to a written 
prescription of a duly licensed physician or veterinarian. A. 863, has 
become Ch. 96, of the Laws of 1952. It authorizes the state commissioner 
of health to designate approved laboratories or institutions wherein prop- 
erly conducted scientific tests or experiments or investigations involving 
the use of live animals may be performed or conducted. The law author- 
izes the state commissioner of health to prescribe the rules under which 
such approval may be granted. 


Rhode Island 


Bills Introduced.—H. 836, proposes a resolution requesting the governor 
to take action by executive order or otherwise to require the state director 
of health and those chief medical assistants who are now alleged to be 
dividing their time between private practice of medicine and their state 
jobs and duties to devote their entire time to the responsibility to their 
official positions in said state department of health. S. 257, proposes to 
make it unlawful for an employer to require any employee or applicant 
for employment to pay the cost of a medical examination or the cost of 
furnishing any records required by the employer as a condition of employ- 
ment. S. 271, proposes regulations for the licensing of optometrists and 
opticians. 


South Carolina 


Bill Enacted.—H. 1760, has become Act No. 825 of the Acts of 1952. It 
creates a state board of examiners of physical therapy for the examining 
and registering of persons desiring to practice physical therapy which is 
defined to mean the treatment of any bodily or mental condition of any 
person by the use of the physical, chemical and other properties of heat, 
light, water, electricity, massage and active and passive exercise. The use 
of roentgen rays and radium for diagnostic and therapeutic purposes and 
the use of electricity for surgical purposes, including cauterization, are 
not authorized. 


148 
52 


J.A.M.A., March 29, 1952 


MEDICAL NEWS 


CALIFORNIA 


Art Show in California.—The West Coast Branch of the Ameri- 
can Physicians Art Association had an art show of work by 
physicians at the California Palace of the Legion of Honor in 
San Francisco. On March 2 the show was exhibited at the San 
Francisco Emporium and then was to go to the Capitol Building 
in Salt Lake City, where it was augmented by work of physicians 
of the Rocky Mountain States. Dr. Ellsworth F. Quinlan of San 
Francisco is president of the local physicians art association. 
Drs. Albert P. Krueger, Berkeley, Everett R. Lambertson, Los 
Angeles. and Lawrence C. Johnson of Salinas are vice-presi- 
dents, and Dr. Francis H. Redewill of San Francisco is executive 
secretary. 


Kinsey to Lecture at Universities—Alfred C. Kinsey, Sc.D., 
Indianapolis, director of Indiana University Institute of Sex Re- 
search, will deliver the Jake Gimbe! Sex Psychology Lectures, 
sponsored this year by the University of California, beginning 
March 31. Dr. Kinsey will deliver four lectures on the Berkeley 
campus, one lecture at the University of California Medical 
Center, and one lecture at Stanford University. Sponsorship of 
the lectures alternates between the University of California and 
Stanford. Following is the schedule of lectures at Berkeley, 
which will be delivered in Wheeler Auditorium at 8 p. m.: 

March 31, Physiologic Bases of Sexual Response. 

April 2, Psychological Factors in Sexual Response. 

April 3, Hormonal Factors Affecting Sexual Behavior. 

April 4, Concepts of Normality and Abnormality in Sexual Behavior. 
The lecture at the University of California Medical Center will 
be delivered in Toland Hall on April 8 on “Hormonal Factors 
Affecting Sexual Behavior,” and will be open to students and 
faculty only. The lecture at Stanford will be delivered April 9 
in Memorial Auditorium at 4:15 p. m. on “Concepts of Nor- 
mality and Abnormality in Sexual Behavior.” 


CONNECTICUT 


State Medical Meeting in Hartford.—The anrual meeting of the 
Connecticut State Medical Society will be held at Bulkeley High 
School in Hartford April 29 to May | under the presidency of 
Dr. F. Brae Rafferty, Willimantic. Out-of-state speakers at the 
general sessions include: 


Stuart S. Stevenson, Pittsburgh, Prevention and Treatment of Diarrhea 
in Infants. 

Perrin H. Long, New York, Current Problems in Antibiotic Therapy. 

Robert L. Levy, New York, Coronary Heart Disease as a Problem in 
General Practice. 

John G. Mateer, Detroit, Modern Concepts of Hepatic Cirrhosis. 

William J. Mulligan, Boston, Problems in Sterility. 

Elmer Hess, Erie, Pa., The General Practitioner as a Urologist. 

Alton Ochsner, New Orleans, Thromboembolism. 

Richard Ford, Boston, The Physician Looks at Murder. 


A symposium on indispensable therapeutics will be presented 
Wednesday afternoon, and another on peptic ulcer, arranged by 
the state society of the American Board Surgeons, will be 
given on Thursday afternoon with Dr. Welles A. Standish, Hart- 
ford, presiding. The annual dinner is scheduled for Wednesday 
at 7 p. m. 


Dr. Beeson to Succeed the Late Dr. Blake.—Dr. Pau! B. Beeson 
of Atlanta has been appointed Ensign Professor of Medicine and 
successor to the late Dr. Francis G. Blake as chairman of the 
department of internal medicine at Yale University, New Haven. 
Dr. Biake, who was on leave to serve as civilian director of 
Army Medical Research, was to retire next June after 30 years 
of service on the Yale faculty. He died Feb. 1. In his new posi- 
tion Dr. Beeson will also be physician-in-chief of the university 
service in the Grace-New Haven Community Hospital. He is 
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associate dean and has been chairman of the department of 
medicine of the Emory University School of Medicine in At- 
lanta since 1946. His appointment to the Yale University School 
of Medicine becomes effective this spring. The Ensign professor- 
ship was established in 1951 through the gift of the late Susan A. 
Ensign Morse of Cambridge, Mass. The son of a physician, Dr. 
Beeson received his M.D. and Master of Surgery degrees from 
McGill University, Montreal, in 1933. 


DISTRICT OF COLUMBIA 


Conference of Medical Teaching Techniques.— This conference 
is being sponsored by the Medical Society of the District of 
Columbia at its auditorium April 4-5. Invited speakers include: 
William Parson, Charlottesville, Va., The Need for Teaching the Teach- 
ers. 
Morris Fishbein, Chicago, What to Write About and Where to Send It. 
Mr. J. H. Henning, Morgantown, West Va., How to Prepare a Talk. 
Thomas S. Jones, B.F.A., Chicago, Lantern Slides for Lectures. 
Mr. Warren Sturgis, New York, Medical Motion Pictures. 


Two panels on informal meetings will be held on Saturday. 
Dr. Wallace M. Yater will serve as moderator of the first, the 
participants being Drs. Thomas M. Peery, Paul C. Kiernan, and 
W. Proctor Harvey, all of Georgetown University School of 
Medicine; Jacob E. Finesinger, Baltimore, and Dr. Fishbein. Dr. 
Brian Blades, professor of surgery at George Washington Uni- 
versity School of Medicine, will moderate a panel made up of 
Drs. Walter C. Alvarez, Chicago, Julian P. Price, Florence, S. C., 
Hugh H. Hussey, and Mr. Henning. The registration fee of $10 
should be sent to Dr. Hugh H. Hussey, Chairman, Committee on 
Arrangements, Conference on Medical Teaching Techniques, 
1718 M St., N. W., Washington, D. C, 


FLORIDA 


State Medical Meeting at Hollywood.—The Florida Medical 
Association will hold its annual meeting at the Hollywood Beach 
Hotel in Hollywood April 28-30 under the presidency of Dr. 
David R. Murphey Jr., Tampa, Fla. Out-of-state speakers are 
as follows: 

Jerome A. Hilger, St. Paul, Coronary Disease of the Inner Ear: The 

Vascular Origin of Vertigo and Deafness. 
William Jason Mixter, Boston, guest speaker, Pitfalls in Surgery of the 
Intervertebral Disk. 

Steven O. Schwartz, Chicago, moderator, Symposium on Hypersplenism. 
The association dinner will be held at 7 p. m. Tuesday and 
alumni and fraternity suppers on Monday. Seventeen specialty 
groups will meet during the weekend preceding the association’s 
meeting. The woman’s auxiliary to the association will meet 
April 27-29, 


ILLINOIS 


Postgraduate Conference.—The Illinois State Medical Society's 
Postgraduate Conference will be held at the Elks Club in 
Springfield April 3. The program, beginning with a luncheon at 
12 noon, will be presented by members of the faculty of the 
Stritch School of Medicine of Loyola University, Chicago. The 
program includes a symposium on jaundice and a panel on 
shock. There will be a fellowship gathering and dinner at 6 p. m. 
and 50 year club certificates will be awarded. 


Public Health Conference.—The Illinois Public Health Asso- 
ciation will hold its annual conference at the Leland Hotel in 
Springfield April 3-4. Out-of-state speakers are as follows: 
Col. Frank A. Todd, D.V.M., Washington, D. C., The Veterinarian in 
Public Health. 
William B. Kountz, St. Louis, Nutritional Aspects of Geriatrics. 


Virginia Crenshaw, M.P.H., Nashville, Tenn., Interpersonal Relationships 
in Health Activities. 

Mr. Jack K. Smith, Independence, Mo., The Sanitation Program in a 
County Health Department. 


Herbert M. Bosch, M.P.H., Minneapolis, Sanitation Problems in Foreign 
Countries. 
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Oscar W. Richards, Ph.D., Stamford, Conn., Microscopy as a Public 
Health Tool. 

William Ferguson, Ph.D., Lansing, Mich., Special Types of Escherichia 
Coli in Infant Diarrhea. 

Downey L. Harris, St. Louis, Laboratory Diagnosis of Rabies. 


At the banquet Thursday at 6:30 p. m., Mr. William E. Skad- 
den, past executive secretary of the Illinois Public Welfare As- 
sociation, Springfield, will speak on “Public Relations in Public 
Health.” 


Chicago 


County Hospital Enlarges Basic Science Staff.—The Board of 
Cook County Commissioners has appropriated funds for addi- 
tional full-time positions in pathology, biochemistry, and an- 
atomy at Cook County Hospital. These newly created positions 
will permit a more extensive teaching program for the house 
staff of the hospital in basic science. 


Lecture on Medical History.—The D. J. Davis Lecture on Medi- 
cal History at the University of Illinois College of Medicine will 
be given April 9 by Dr. Erwin H. Ackerknecht, professor of 
the history of medicine, University of Wisconsin, Madison, on 
“Diseases in the Middle West.” The lectureship was established 
in 1942 by the associates and friends of Dr. David J. Davis on 
his retirement as dean of the college of medicine. 


Grant to Physical Therapy School.—The United Cerebral Palsy 
Association has made a grant of $12,000 to the Physical Therapy 
School of Northwestern University to enable the school to con- 
tinue its training of therapists for another year. Robert I. Rogin 
of New York, who presided at the luncheon, pointed out that 
the school was going to be closed for lack of funds when the 
matter was brought to the attention of the United Cerebral 
Palsy Association. Another organization that had been support- 
ing the school was unable to continue doing so, he explained. 


MASSACHUSETTS 


Expand Health Education Program.—The section of health in- 
formation, Massachusetts Department of Public Health, has 
been elevated to a division with Dr. Louis Cohen as director. 
This state-wide program includes such activities as community 
organization; preparation of health information materials; and 
distribution of materials, films, and other sources of education 
for better health. In addition to experience as a general prac- 
titioner, Dr. Cohen served as a school and industrial physician 
before joining the state health department in 1950, 


MINNESOTA 


Research Professorship in Medicine.—The University of Min- 
nesota, Minneapolis, is about to receive almost $400,000 plus 
an interest in West Virginia coal lands from the estate of the 
late George S. Clark, Georgetown, S. C., lumberman, who re- 
tired to Minneapolis in 1942. Under the terms of the will, the 
bequest is to be used “for the purpose of founding and endow- 
ing a research professorship in medicine,” primarily in the field 
of high blood pressure. If at any time the problem of hyper- 
tension should be considered solved, the fund may be directed 
toward the solution of “any similar worthy problem in research 
medicine whose solution would contribute greatly to humanity 
at large.” The will provides that direct supervision of the fund 
be in the hands of the dean and the head of the department of 
medicine. The George S. Clark professorship will provide a full 
time physician and an investigator of proved ability and accom- 
plishment to serve in the research laboratories of the Variety 
Club Heart Hospital. 


NEW HAMPSHIRE 


State Tumor Registry.—A state-wide tumor registry has been 
established in New Hampshire under the sponsorship of the New 
Hampshire Society of Clinical Pathologists. The program is be- 
ing financed by the state chapter of the American Cancer Society. 
The registry will be a central point for the collection of material 
on cancer and increase the experience of pathologists in the state 
with cancer by making available all interesting problems to all 
pathologists. It will also make available in an organized form 
cancer material for any physician in the state. 
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NEW JERSEY 


Norton Memorial Fund.—The Dr. James F. Norton Memorial 
Fund was recently established to provide medical education for 
needy medical students. It was organized by friends of the late 
Dr. Norton. Dr. Norton was very active in the state medical 
society and was a former vice-president of the American Medi- 
cal Association. 


Present Status of BCG Vaccination.—A panel discussion on 
BCG vaccination will be held at the Academy of Medicine in 
Newark April 2 at 8:30 p. m. It is open to all physicians, and 
there is no registration fee. The speakers will be Drs. H. McLeod 
Riggins of New York, Joseph D. Aronson of Philadelphia, Her- 
man Hilleboe of Albany, N. Y., Johannes Holm of Copenhagen, 
Denmark, Donald J. Ottenberg, and Arthur B. Robins of New 
York. 


NEW MEXICO 


Dr. Boothby Decorated by Sweden.—Dr. Walter M. Boothby, 
head of the respiratory laboratory at the Lovelace Foundation 
for Medical Education and Research in Albuquerque and a pro- 
fessor emeritus of the Mayo Foundation, has been awarded the 
Order of Commander of the North Star by the Crown of 
Sweden. The presentation was made by the Swedish Consul in 
Houston, Texas, at a recent ceremony in Albuquerque. Dr. 
Boothby has long been noted for his studies in the field of avia- 
tion physiology. The award was made in recognition of his work 
in helping to establish an aeromedical laboratory in Sweden 
several years ago. 


NEW YORK 

Broad Lectureship in Gynecology.—Dr. Roger C. Graves, clin- 
ical professor of urology at Tufts College Medical School, Bos- 
ton, gave the annual George Birney Broad Lectureship in gyne- 
cology at the State University of New York College of Medicine 
at Syracuse March 18 on “The Bladder and the Ureter in Gyne- 
cology.” In addition, he conducted a seminar at Syracuse 
Memorial Hospital on disorders of the female urinary tract. 


Personals.—Dr. Rudolf Nissen, who has been appointed head of 
the department of surgery at the University of Basel, Switzer- 
land, and surgeon-in-chief of Burgerspital of that city, was the 
guest at a dinner sponsored by the Board of Trustees and the 
Medical Board of The Jewish Hospital of Brooklyn March 5 at 
the Hotel Granada, Brooklyn. Since 1940 he has been attending 
surgeon at the Jewish Hospital of Brooklyn. He will assume his 
new position on April 1. At the invitation of the Israeli gov- 
ernment Dr. John H. Garlock, chief of the Surgical A Service 
at Mount Sinai Hospital and clinical professor of surgery at 
Columbia University, left March 19 for a six week visit to the 
major hospitals of Israel. He will conduct clinics and lecture in 
each institution. Dr. Garlock will be accompanied by an anes- 
thetist, Dr. Sydney S. Lyons, who will give courses in modern 
anesthetic methods. 


New York City 


Conference on Chronic Pulmonary Diseases.—The Tuberculosis 
Sanatorium Conference of Metropolitan New York will offer a 
clinical session on chronic pulmonary diseases as the program 
for its annual residents’ night April 9 at 8:15 p. m. in the Cornell 
University Medical College Amphitheatre. 


Class for Cerebral Palsied Children.—Through a grant of $22,- 
000 made by the United Cerebral Palsy of New York City, Inc., 
a special class for cerebral palsied children is to be opened in 
Public School 85 in the Bronx under the joint operation of the 
board of education and the department of health. There are 
two other schools in New York, one in Queens and one in Man- 
hattan, which are also financed by private funds. 


Harlem Hospital Tumor Conference.—Dr. Arthur Purdy Stout, 
professor of pathology at Columbia University, will lecture on 
“Tumors of the Pleura” at 10:45 a. m. April 16 in the Harlem 
Hospital’s Women’s Pavilion. A discussion will follow the lec- 
ture. At the conference on May 21 Dr. Isidore Snapper, director 
of graduate medical education at Mount Sinai Hospital, will 
speak on “Mul!tiple Myeloma.” 
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OHIO 

University Appointment.—Dr. Hamilton S. Davis, formerly resi- 
dent in anesthesiology at Grasslands Hospital, Valhalla, N. Y., 
has been appointed assistant professor of anesthesiology at 
Western Reserve University School of Medicine, Cleveland. 


Fraternity Lecture.—The Alpha Omega Alpha Lecture will be 
given by Dr. Lawson Wilkins, Baltimore, on “The Diagnosis 
and Treatment of Congenital Adrenal Hyperplasia,” April 17 
at 8:30 p. m. in the Institute of Pathology Amphitheater, 
Cleveland. 


Health Center Television Program.—A half hour television pro- 
gram, designed to show the citizens of central Ohio the health 
services, care of patients, the teaching and research facilities of 
the new $15 million Health Center at Ohio State University, 
Columbus, was launched in mid-February. Entitled “Picture of 
Health,” it is presented over station WBNS-TV on Tuesdays 
at 8:30 p. m. This pioneering effort of the Health Center and 
the station is to show its constituents how it serves them. The 
opening program on Feb. 12 showed the work of the emergency 
room service. The four following programs dealt with the x-ray 
service, anesthesia, service to patients, nursing service, and edu- 
cation. Programs on obstetrics, social service, physical medicine, 
cancer, Outpatient service, and industrial medicine are also 
planned. 


TENNESSEE 


Personal.—Dr. Nils Lofgren, visiting instructor in chemistry at 
the University of Tennessee Medical Units, now on a leave of 
absence from the University of Stockholm, has been awarded the 
Norblad Ekstran Medal of the Swedish Chemical Society for his 
investigations of local anesthetics, especially lidocaine (xylo- 
caine®). Dr. Lofgren is an associate professor of chemistry at 
the University of Stockholm. 


Fellowships in Biochemistry.—Teaching fellowships are avail- 
able in the Division of Chemistry, University of Tennessee 
School of Biological Sciences in Memphis. The fe!lowships are 
offered to qualified graduate students who will be candidates 
for the master’s degree or the doctorate in biochemistry. Ap- 
pointments are for 10 months beginning Sept. 1. Information 
may be obtained from Thomas P. Nash, Ph.D., the University 
of Tennessee, 874 Union Ave., Memphis 3. 


WEST VIRGINIA 


Medical Alumni to Organize——A West Virginia University 
School of Medicine Alumni Association will be formally or- 
ganized at White Sulphur Springs during the annual meeting of 
the West Virginia State Medical Association in July. The meet- 
ing on July 25 will be called to order by Dr. Edward J. Van 
Liere of Morgantown, for many years dean of the school of 
medicine. An invitation to attend this meeting will be sent to 
all living graduates of the school of medicine, beginning with 
the class of 1902-1903. 


GENERAL 


Urology Board Examination.—The American Board of Urology 
gives the following interpretation of new requirements for candi- 
dates for examination: Any candidate who starts training before 
June 30, 1955, under the old requirements, may complete the 
program of the old requirernents and thereby become acceptable 
for examination. No more candidates will be accepted for ex- 
amination whose training has been entirely on a preceptorship 
basis started after March 1, 1951. 


Foundation Prize.—The American Association of Obstetricians, 
Gynecologists, and Abdominal Surgeons will award its founda- 
tion prize of $200 at the annual meeting of the association, at 
which time the successful contestant must appear in person to 
present his contribution as a part of the regular scientific pro- 
gram. Before June | three copies of all manuscripts, typewritten 
and limited to 5,000 words, must be in the hands of the secretary, 
Dr. William F. Mengert, 22! 1 Oak Lawn Avenue, Dallas, Texas. 
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New Award in Tuberculosis Control.—The National Tubercu- 
losis Association last month established the Will Ross Medal, 
which will be awarded annually for “outstanding distinguished 
contribution to the tuberculosis control movement in some field 
other than that of medical science.” The medal is in memory of 
Mr. Ross, a former president of the association and a member of 
its Board of Directors from 1938 until his death last May. The 
first award will be made at the annual meeting of the association 
in Boston the week of May 26. 


Federation Societies Meeting in New York.—The annual meet- 
ing of the Federation of American Societies for Experimental 
Biology will be held in New York April 14-18. The scientific 
sessions of the six constituent societies will begin at 9 a. m. April 
15. The sessions will be held in the Statler, New Yorker, Mc- 
Alpin, Martinque, and Governor Clinton hotels and in the Man- 
hattan Center, adjacent to the Hotel New Yorker. Sunday and 
Monday, April 13 and 14, will be devoted to meetings of the 
society councils, the federation executive committee, and other 
committees. The joint session of the federation will be held 
Tuesday evening in the Promenade Ballroom at the Manhattan 


Center. 


~ International Congress of Radiology.—Arrangements are well 
yanderway for the International Congress of Radiology to be held 
‘in Copenhagen, Denmark, July 19-25, 1953. Potential members 


are asked to enroll well in advance of the official closing date. 
The address of the congress is Seventh International Congress 
of Radiology, Oster Volgade 10, Copenhagen K, Denmark. 
Flemming \Ngrgaard is the secretary-general. An international 
exhibition of x-ray equipment is being arranged in conjunction 
with the congress. Any firms not having received information 
about the exhibition and requiring further details should apply 
to the Technical Exhibition Committee, Seventh International 
Congress of Radiology, Dr. E. de Fine Licht, Chairman, at the 
above address. 


Awards in Gerontology.—Two awards of $250 each have been 
presented by the Bobst Pharmacal Company, Inc., to two of the 
most outstanding contributors to the Second International 
Gerontological Congress, held in St. Louis, Sept. 9-14, 1951. One 
of the awards has been given to Albert I. Lansing, Ph.D., depart- 
ment of anatomy, Washington University School of Medicine, 
St. Louis, for his presentation entitled “A Cytoplasmic Factor in 
Aging.” The other recipient was Dr. J. A. Huet, Hopital de 
Nanterre, Paris. The title of Dr. Huet’s paper was “Organiza- 
tion et Rentabilité d'un ‘Sénat’ dans une Usine Francaise de 
Fabrication d’Automobiles.” The Bobst Pharmacal Company has 
set up three cash prizes to be given annually to encourage more 
international research on problems of aging. 


Conference of WHO Experts on Trachoma.—Control of tra- 
choma, particularly among children, was discussed March 3, 
when the World Health Organization’s Expert Committee on 
Trachoma began its first session in Geneva. The disease occurs 
in almost every country in the world. The experts came from 
Italy, Egypt, Japan, Portugal, Tunisia, Morocco, and the United 
States. They were to outline a general work program, including 
international coordination and scientific research. Other recom- 
mendations will deal with modern methods of treatment, meas- 
ures for trachoma control in underdeveloped countries, and pre- 
vention of the spread of this infectious disease through inter- 
national traffic. 


Grants To Relieve Shortage of Teachers.—Twenty-one young 
scientists, all medical school faculty members, have been named 
as the fifth group of Scholars in Medical Science by the John 
and Mary R. Markle Foundation. This is the largest number 
appointed for any year since the program began in 1948. The 
purpose of the program is to help relieve the shortage of teachers 
and investigators by providing academic security and financial 
assistance for young faculty members early in their careers. All 
grants are made directly to the medical schools at the rate of 
$6,000 annually for five years and are earmarked for support of 
a specific scholar and his research. The medical schools nomi- 
nated 54 candidates, 39 of whom had three day interviews with 
the committees. The medical schools vouched for the scientific 
competence of the candidates. Other essential factors were char- 
acter, personality, and potential leadership. 
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Outbreaks of Psittacosi g to the U. S. Public Health 
Service, Dr. James C: Hart, prone bad Department of Health, 
has reported a second case of psittacosis. The patient had re- 
ceived two lovebirds for Christmas and became ill early in Feb- 
ruary with symptoms of respiratory disease. The Massachusetts 
State Health Department is investigating the source of the 
birds. Dr. Hart also reports that information has been received 
that 4 more of the 10 parakeets sent to the Communicable Dis- 
ease Center Laboratory were found to be infected, in addition to 
the 3 previously reported. This group of parakeets was purchased 
in Florida and was the source of infection for the first human 
case reported this year in Connecticut. Dr. Robert F. Hansen, 


_ Kentucky Department of Health, reports that information was 


received On Feb. 27 that a blood specimen was positive for 
psittacosis in a titer of 1:16. Investigation showed that a parakeet 
had been purchased from a neighboring state on Jan. 3. The 
bird died on Jan. 25. Two adult members of the family became 
ill on Jan. 26 and were given penicillin. Dr. Leroy E. Burney, 
Indianapolis, reports that two cases of psittacosis have been diag- 
nosed in Whiting, Ind. Both are said to have resulted from con- 
tact with parakeets purchased locally. 


- Railway Surgeons Meeting in Chicago.—The American Asso- 


ciation of Railway Surgeons will hold its annual meeting with 
the Association of Surgeons of the Pennsylvania Railroad at the 
Drake Hotel, Chicago, April 1-3 under the presidency of Dr. D. 
Ray Murdock, Greensburg, Pa., president of both associations. 
The following physicians not associated with railroads will pre- 
sent papers: 

Van Mashburn Ellis, Philadelphia, Intraocular Foreign Bodies and Their 

Complications. 

Ralph E. Dolkart, Chicago, Status of Therapy with ACTH and Corti- 

sone, 

William Bates, Philadelphia, The Acute Abdomen. 

Harvey S. Allen, Chicago, Management of Wounds with Extensive Soft 

Tissue Loss. 

Stuart W. Harrington, 

matic Diaphragmatic 

Warren Cole, Chicago, 

Raymond Householder, 

Common Fractures. 

Walter C. Alvarez, Chicago, Why Some People Are So Upset by Small 

Injuries. 

Wednesday afternoon will be devoted to a symposium on vas- 
cular disorders. The speakers will be Dr. Martin H. Wendkos, 
Philadelphia, and Drs. Eric Oldberg, Oscar Sugar, Leo M. Zim- 
merman, and Walter W. Carroll, all of Chicago. The speaker at 
the banquet Wednesday at 7:30 p. m. will be Representative 
Walter H. Judd, Congressman from the Fifth District of Minne- 
sota, who will speak on “Which Way America?” Three films 
will be shown on Thursday. 


Rochester, Minn., Surgical Treatment of Trau- 
Hernia. 

Problems in Biliary Tract Surgery. 

Chicago, An Ounce of Prevention in a Few 


Proposed Expansion of Medical Colleges.—A recent survey con- 
ducted by the New York Times showed the greatest expansion 
program in the history of medical education, to cost 250 million 
dollars, is now underway in the United States. The Times sur- 
veyed 80 medical colleges and 48 state commissioners of educa- 
tion through questionnaires. According to the survey, medical 
colleges will spend within the next few years 50 million dollars 
for laboratories, 30 million dollars for classrooms, and 20 mil- 
lion dollars for dormitories. Another 100 million dollars is ear- 
marked for research and special projects. In addition, the im- 
mediate cost for establishing new medical institutions will be 
more than 50 million dollars, making an over-all expansion pro- 
gram of a quarter of a billion dollars. The Times reported that 
to meet the increasing demands for more physicians and medi- 
cally trained men, at least 10 states have taken steps to build new 
medical schools or expand their two year basic science schools 
into four year institutions. “In the current academic year, 1951- 
1952,” the Times said, “the medical colleges admitted the larg- 
est freshman classes in recent history, a total of 7,381 . . . 
Despite the expansions now taking place, large numbers of quali- 
fied applicants are unable to gain admittance to any medical col- 
lege in this country. Many of them seek places in foreign 
institutions. The records indicate that 20,000 individuals applied 
for admission to American medical schools for the current col- 
lege year. As many of them applied to more than one institution, 
the total number of applications was more than 70,000, or an 
average of 3.5 a student.” 
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American Academy of Neurology Meeting.—This society will 
hold its annual meeting at the Brown Hotel in Louisville April 
24-25 under the presidency of Dr. Pearce Bailey, Washington, 
D. C. The meeting will be preceded by special courses in neuro- 
pathology, neurologic roentgenology, and electroencephalogra- 
phy. Papers by single authors will be presented as follows: 
Ian A. Brown, Minneapolis, Gastrointestinal Disturbances Due to In- 
volvement of the Hypothalamus in Bulbar Poliomyelitis. 
Haddow M. Keith, Rochester, Minn., Sequelae of Brain Damage at 
Birth. 
Herman Josephy, Chicago, Pathologic Anatomy of the Brain in Hemi- 
plegic Cerebral Palsy. 
William S. Chalgren, Mankato, Minn., Neurological Complications of 
the Hemorrhagic Diseases. 
John A. Wagner, Baltimore, The Problem of Cerebral Phlebothrombosis. 
Irving S. Cooper, New York, Abnormalities of Water and Electrolyte 
Metabolism. 
Clark H. Millikan, Rochester, Minn., The Natural History of Cerebral 
Infarcts. 
Carl F. List, Grand Rapids, Mich., Arteriovenous Malformations of the 
Brain. 
A pediatric neurology symposium on inability to walk at the 
age of three years will be held Thursday afternoon, with Dr. 
Roland P. MacKay, Chicago, serving as moderator. The partici- 


- pants will be Drs. Douglas N. Buchanan, Chicago, Orville T. 


Bailey, Indianapolis, Franc D. Ingraham, Boston, and Abe B. 
Baker, Minneapolis. The four closing papers of the session are 
being presented under the joint sponsorship of the academy and 
the American League Against Epilepsy, whose meeting will con- 
tinue through April 26. The banquet will be held Thursday at 
8 p. m. The luncheon speaker on Friday will be Dr. Howard A. 
Rusk, New York, speaking on “What Are We Going to Do 
About the Chronic Patient.” The woman’s auxiliary will meet 
in conjunction with the academy. 


College of Physicians to Meet in Cleveland.—The American 
College of Physicians will hold its annual session in Cleveland 
April 21-25 with headquarters at the public auditorium under 
the presidency of Dr. Maurice C. Pincoffs, Baltimore. Invited 
speakers at the general sessions include: 


James H. S. Gear, Johannesburg, Union of South Africa, The James D. 
Bruce Memorial Lecture on Preventive Medicine: Immunity to Polio- 
myelitis. 

Amos Christie, Nashville, Tenn., Histoplasmosis. 

Isaac Starr, Philadelphia, Present Status of Ballistocardiography. 

Richard J. Bing, Birmingham, Physiology of Congenital Heart Disease. 

Helen B. Taussig, Baltimore, Prognosis Following the Blalock-Taussig 
Operation: An Analysis of 1,000 Cases. 

Charles P. Bailey, Philadeiphia, Surgical Repair of Interatrial Septal 
Defects. 

Charles T. Dotter, New York, Angiocardiography in Mediastinal and 
Pulmonary Disease. 

Isidore Snapper, New York, Osteoporosis and Osteomalacia. 

William J. Eisenmenger, New York, Role of Sodium Studies in the 
Therapy of Cirrhosis. 

Andre Cournand, New York, The John Phillips Memorial Lecture: A 
Discussion of the Concept of Cardiac Failure in the Light of Recent 
Physiologic Studies in Man. 

John M. Howard, Captain (MC) AUS, Washington, D. C., Physiology 
of the External Pancreatic Secretion in Man. 

J. Garrott Allen, Chicago, Abnormal Bleeding Associated with Blood 
Transfusion. 

William J. Harrington, St. Louis, Immunologic Mechanisms in Idiopathic 
Thrombocytopenic Purpura. 

Henry M. Lemon, Boston, Application of Cytological Diagnosis in Can- 
cer of the Stomach, Pancreas and Biliary System. 

Muriel C. Meyers, Ann Arbor, Mich., Use of Cortisone and ACTH in 
Idiopathic Thrombocytopenic Purpura and in Acquired Hemolytic 
Anemia 

Robert H. Ebert, Chicago, 
duced by Cortisone. 

George Crile Jr., Cleveland, Thyroiditis. 

Michael Scott, Philadelphia, Neurosurgical Treatment of Spontaneous 
Intracerebral Hemorrhage Simulating the Common Stroke. 

Donald A. Covalt, New York, Rehabilitation of the Hemiplegic. 

John A. Hightower, Capt., (MC), USA, Baltimore, Protean Clinical 
Features of Leptospirosis and Its Diagnosis. 


On Wednesday evening Dr. Raymond B. Allen, Washington, 
D. C., will speak on “The Administrative Process and Health 
Problems,” and at the banquet Thursday Rabbi Abba Hillel 
Silver, Cleveland, will speak on “American Leadership in the 
World Today.” Four symposiums will be presented on Wednes- 
day and Friday mornings, and clinical-pathological conferences 
are scheduled Tuesday through Friday. Clinics will be televised 
in color from the Cleveland Clinic Hospital to the public audi- 
torium Tuesday through Friday mornings from 9 a. m. to 
10:50 a. m. 


Changes in Connective Tissue Reaction In- 
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Radiological Association of Argentina.—The fourth Congress of 
the Radiological Association of Argentina will be held from 
July 23-26 in Santa Fe, Argentina. The following main topics 
will be discussed: (1) “Cancer of the Breast, Radiologic Diag- 
nosis, Surgical Treatment, Radiologic Treatment and Pathol- 
ogy”; (2) “Malignant Tumors of the Bones, Surgical Treatment, 
Radiologic Treatment, Radiologic Diagnosis and Pathology”; 
_ and (3) “Radiologic Diagnosis of Abdomino-pelvic Tumors.” A 
cordial invitation is extended to American physicians. Chairman 
of the congress is Dr. Raul Mayer, San Jeronimo 3472, Santa 
Fe, Argentina. 


FOREIGN 


Finland Signs Agreement with WHO.—Finland and the World 
Health Organization have signed an agreement, under the United 
Nations expanded program of technical assistance, covering 10 
important health programs to be undertaken in that country this 
year and next. WHO will assist Finland in campaigns against 
communicable diseases, and in public health programs, health 
and vital statistics, and health education. Fourteen WHO ex- 
perts will advise the Finnish government on these activities and 
on improvement of sanitation, nursing care, social and occupa- 
tional hygiene, child health and nutrition, and mental health. In 
addition, 52 fellowships will be granted to physicians, nurses, 
Sanitary engineers, and other Finnish health personnel. 


MEETINGS 


ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Montgomery, April 
17-19. Dr. Douglas L. Cannon, 519 Dexter Ave., Montgomery, Secretary. 

AMERICAN ACADEMY OF NEUROLOGY, Brown Hotel, Louisville, Ky., Apr. 
24-25. Dr. Francis M. Forster, 3800 Reservoir Rd. N.W., Washington, 
D. C., Secretary. 

AMERICAN ACADEMY OF OBSTETRICS AND GYNECOLOGY, Cincinnati, April 1. 
Dr. Ralph A. Reis, 116 South Michigan Boulevard, Chicago 3, Secretary. 
AMERICAN ASSOCIATION FOR THORACIC SURGERY, Dallas, Texas, May 8-10. 

. Dr. Paul C. Samson, 2938 McClure St., Oakland 9, Calif., Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, New York, April 14. Dr. John 
Y. Sugg, 1300 York Ave., New York, Secretary. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, New York, 
April 10-12. Dr. Alan R. Moritz, 2085 Adelbert Road, Cleveland 6, 
Secretary. 

AMERICAN ASSOCIATION OF RAILWAY SURGEONS, Drake Hotel, Chicago, 
April 1-3. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN ASSOCIATION OF THE History OF MEDICINE, Kansas City, Kans., 
May 1-3. Dr. lago Gaidston, 2 East 103d St., New York 29, Secretary. 

AMERICAN COLLEGE OF ALLERGISTS, William Penn Hotel, Pittsburgh, April 
7-9. Dr. Fred W. Wiiiich, 401 LaSalle Medical Bidg., Minneapolis 2, 
Secretary. 

AMERICAN COLLEGE HEALTH ASSOCIATION, Copley Plaza Hotel, Boston, 
May 1-3. Miss Edith M. Lindsay, School of Public Health, University of 
California, Berkeley 4, Calif., Secretary. 

AMERICAN COLLEGE OF PHYSICIANS, Cleveland, April 21-25. Mr. E. R. Love- 
jand, 4200 Pine St., Philadelphia 4, Executive Secretary. 

AMERICAN COLLEGE OF SURGEONS, SECTIONAL MEETINGS: 

Tucson, Ariz., Pioneer Hotel, April 7-9. Dr. Meade Clyne, 110 South 
Scott St., Tucson, Chairman. 

Vancouver, B. C., Vancouver Hotel, March 31-April 4. Dr. J. Russell 
Neilson, 925 West Georgia St., Vancouver, B. C., Chairman. 

AMERICAN CONGRESS ON OBSTETRICS AND GYNECOLOGY, Netherlands-Plaza 
Hotel, Cincinnati, March 31-April 4. Dr. Luella E. Nadelhoffer, 116 
South Michigan Ave., Chicago 3, Secretary. 

AMERICAN DERMATOLOGICAL ASSOCIATION, Broadmoor Hotel, Colorado 
Springs, Colo., Apr. 23-26. Dr. Louis A. Brunsting, 102 Second Ave. 
S.W., Rochester, Minn., Secretary. 

AMERICAN ELBCTROENCEPHALOGRAPHIC Soctety, Hotel Claridge, Atlantic 
City, N. J., May 10-11. Dr. John A. Abbott, Massachusetts General 
Hospital, Boston 14, Secretary. 

AMERICAN FEDERATION FOR CLINICAL RESEARCH, Haddon Hall, Atlantic 
City, N. J., May 4. Dr. Stewart Wolf, 525 East 68th St., New York 21, 
Secretary. 

AMERICAN GASTRO-ENTEROLOGICAL ASSOCIATION, Hotel Claridge, Atlantic 
City, N. J., May 2-3. Dr. Dwight L. Wilbur, 655 Sutter St., San Fran- 
cisco 2, Secretary. 

AMERICAN GastTroscopic Society, Hotel Claridge, Atlantic City, N. J., 
May 2-3. Dr. H. Marvin Pollard, University Hospital, Ann Arbor, 
Mich., Secretary. 


J.A.M.A., March 29, 1952 


AMERICAN Gorter Association, Chase Hotel, St. Louis, May 1-3. Dr. 
George C. Shivers, 100 East St. Vrain St., Colorado Springs, Colo., 
Secretary. 

AMERICAN GYNECOLOGICAL Socteiy, The Homestead, Hot Springs, Va., 
May 12-14. Dr. John I. Brewer, 104 South Michigan Ave., Chicago, 
Secretary. 

AMERICAN HEART ASSOCIATION, Hotel Statler, Cleveland, April 17-20. Dr. 
Willian H. Bunn, 1775 Broadway, New York 19, Secretary. 

AMERICAN NEUROLOGICAL AssOcIATION, Hotel Claridge, Atlantic City, 
N. J., May 8-10. Dr. H. Houston Merritt, 710 West 168th St., New 
York 32, Secretary. 

AMERICAN Pepiatric Society, Hotel Chamberlin, Old Point Comfort, Va., 
May 7-9. Dr. Aims C. McGuiness, 237 Medical Laboratories, Univ. of 
Pennsylvania, Philadelphia 4, Secretary. 

AMERICAN PsyCHIATRIC ASSOCIATION, Atlantic City, N. J.. May 12-16. Dr. 
R. Finley Gayle Jr., 6300 Three Chopt Rd., Richmond 21, Va., Secretary. 

AMERICAN SOCIETY FOR CLINICAL INVESTIGATION, Atlantic City, N. J., 
May 5. Dr. William M. M. Kirby, Univ. of Washington School of 
Medicine, Seattle 5, Secretary. 

AMERICAN SOCIETY FOR EXPERIMENTAL PaTHOLOoGy, New York, April 14-18. 
Dr. Russell L. Holman. 1542 Tulane Ave., New Orleans 12, Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEUTICS, 
Hotel Statler, New York, April 14-18 Dr. Carl C. Pfeiffer, 1835 W. 
Polk St., Chicago 12, Secretary. 

AMERICAN Society OF Bro_toGicAL CHEMISTS, New York, April 14-18. Dr. 
Elmer H. Stotz, 260 Crittenden Blvd., Rochester, N. Y., Secretary. 

AMERICAN SURGICAL ASSOCIATION, White Sulphur Springs, W  Va., Apr. 
16-18. Dr. Nathan A. Womack, University Hospitals, lowa City, 
Secretary. 

AMERICAN VENEREAL DISEASE ASSOCIATION, Washington, D. C., May 1-2, 
Dr. William L. Fleming, 750 Harrison Ave., Boston 18, Secretary. 

ARIZONA MEpicaL ASSOCIATION, Phoenix, April 30-May 3. Dr. Frank J. 
Milloy, 15 E. Monroe St., Phoenix, Secretary. 

ARKANSAS MepicaL Society, Litthe Rock, April 21-23. Dr. William R. 
Brooksher, 215 Kelley Bldg., Fort Smith, Secretary. 

ASSOCIATION OF AMERICAN PHYSICIANS, Atlantic City, N. J.. May 6-7. Dr, 
Henry Thomas Jr., 1201 North Calvert St., Baltimore 2, Secretary. 

CALIFORNIA MEDICAL ASSOCIATION, Biltmore Hotel, Los Angeles, April 
27-30. Dr. Albert C. Daniels, 450 Sutter St., San Francisco 8, Secretary. 

CONNECTICUT STATE Mepicat Socirery, Hartford, April 29-May 1. Dr. 
Creighton Barker, 160 St. Ronan Street, New Haven, Secretary. 

FEDERATION OF AMERICAN SOCIETIES FOR EXPERIMENTAL BIOLOGY, New 
York, April 14-18. Dr. M. O. Lee, 2101 Constitution Avenue, Washing- 
ton 25, D. C., Secretary. 

Fioripa Mepicat Association, Hollywood, April 27-30. Dr. Samuel M. 
Day, P. O. Box 1018, Jacksonville, Secretary. 

GEORGIA, MEDICAL ASSOCIATION OF, Atlanta-Biltmore Hotel, Atlanta, May 
12-14. Dr. David H. Poer, 875 West Peachtree St. N.E., Atlanta, 
Secretary. 

Territoriat Mepicat Association, Honolulu, May 1-4, Dr. I. L, 
Tilden, 510 S. Beretania St., Honolulu 13, Secretary. 

INDUSTRIAL MEDICAL ASSOCIATION, Cincinnati, April 21-24. Dr. Edward C., 
Holmblad, 28 E. Jackson Blvd., Chicago 4, Managing Director. 

lowa State Mepicat Sociery, Des Moines, April 28-30. Dr. Allan B, 
Phillips, 406 Sixth Avenue, Des Moines 9, Secretary. 

JOHN A. ANDREW CLINICAL Society, Memorial Hospital, Tuskegee Insti- 
tute, Ala., April 6-12. Dr. Eugere H. Dibble Jr., Memorial Hospital, 
Tuskegee Institute, Secretary. 

KANSAS MepicaL Society, Town House, Kansas City, April 27-May 1. 
Dr. Dale D. Vermillion, 512 New England Bldg., Topeka, Secretary. 
LOUISIANA STATE Mepicat Society, Shreveport, April 28-30. Dr, C. Grenes 

Cole, 1430 Tulane Ave., New Orleans 12, Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, Balti- 
more, April 28-30. Dr. George H. Yeager, 1211 Cathedral St., Balti- 
more 1, Secretary. 

Mip-CONTINENT PSYCHIATRIC ASSOCIATION, President Hotel, Kansas City, 
Mo., April 26-27. Dr. Paul Hines, 2625 W. Paseo, Kansas City, Mo., 
Secretary. 

MIsSIssipPt STATE MEDICAL ASSOCIATION, Jackson, May 13-15. Mr. Roland 
B. Kennedy, 508 First Federal Bidg., Jackson, Executive Secretary. 

Missourt STATE MEDICAL ASSOCIATION, Hotel Jefferson, St. Louis, March 
30-April 2. Dr. H. E. Petersen, 634 North Grand Blvd., St. Louis 3, 
Secretary. 

NEBRASKA STATE Mepicat Association, Cornhusker Hotel, Lincoln, May 
12-15. Dr. R. B. Adams, 1315 Sharp Bldg., Lincoln 8, Secretary. 

New Mexico Mepicat Sociery, Carlsbad, May 8-10. Dr. L. G. Rice Jr., 
221 West Central Ave., Albuquerque, Secretary. 

New York, MEDICAL SOCIETY OF THE STATE OF, Hotel Statler, New York, 
May i2-16. Dr. Walter P. Anderton, 292 Madison Ave., New York 17, 
Secretary. 

NortH CAROLINA, MEDICAL SOCIETY OF THE STATE OF, Hotel Carolina, 
Pinehurst, May 5-7. Dr. Millard D. Hill, 203 Capitol Club Bldg., 
Raleigh, Secretary. 

NorTHERN Tri-STAtE MEpicAL ASSOCIATION, University of Notre Dame, 
South Bend, Ind., April 15. Dr. William H. Gordon, 1553 Woodward 
Ave., Detroit, Secretary. 

Post GRADUATE INSTITUTE OF THE PHILADELPHIA COUNTY MEDICAL SocIeETyY, 
Bellevue-Stratford Hotel, Philadelphia, April 1-4. Dr. Thomas M. 
Durant, 301 South 21st St., Philadelphia 3, Director. 

RuHope IstAND MEDICAL Socitiy, Providence, May 6-8. Dr. Morgan Cutts, 
106 Francis St., Providence 3, Secretary. 

Society FoR Pepiatric RESEARCH, Old Point Comfort, Va., May 5-6, Dr. 
Sydney S. Gellis, 300 Longwood Ave., Boston 15, Secretary. 
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Society OF AMERICAN BACTERIOLOGISTS, Hotel Statler, Boston, April 27- 
May 1. Dr. Henry W. Scherp, 260 Crittenden Blvd., Rochester 20, N. Y., 
Secretary. 

Society or BroLoGicat Psycuiatrry, Atlantic City, N. J.. May 11. Dr. 
George N. Thompson, 1136 West Sixth St., Los Angeles 17, Secretary. 

SOUTH CAROLINA MEDICAL ASSOCIATION, Ocean Forest Hotel, Myrtle Beach, 
May 14-16. Dr. N. B. Heyward, 120 West Cheves St., Florence, Sec- 


retary. 

SOUTHEASTERN SECTION, AMERICAN UROLOGICAL ASSOCIATION, Boca Raton, 
Fla., April 2-5. Dr. Russell B. Carson, Sweet Bidg., Fort Lauderdale, 
Fla., Secretary. 

SOUTHERN OREGON MEDICAL Society, Roseburg, May 13. Dr. F. C. Adams, 
1435 Esplanade St., Klamath Falls, Secretary. 

TENNESSEE STATE MEDICAL ASSOCIATION, Andrew Johnson Hotel, Knox- 
ville, April 7-9. Mr. V. O. Foster, 504 Doctors Bldg., Nashville 3, 
Executive Secretary. 

Texas Mepicat Association, Dallas, May 4-7. Dr. Sam N. Key Sr., 700 
Guadalupe St., Austin 3, Secretary. 

WESTERN ASSOCIATION OF INDUSTRIAL PHYSICIANS AND SURGEONS, Biltmore 
Hotel, Los Angeles, April 26. Dr. David D. Holaday, American Can 
Company, Third and 20th Sts., San Francisco 7, Secretary. 


INTERNATIONAL 

AUSTRALASIAN MEbDICcCAL CONGRESS, Melbourne Victoria, Australia, Aug. 
22-30. Dr. C. H. Dickson, Medical Society Hall, 426 Albert St., East 
Melbourne, Victoria, Australia, Hon. General Secretary. 

COMMONWEALTH AND EMPIRE HEALTH AND TUBERCULOSIS CONFERENCE, 
Central Halli, London, England, July 8-13. Dr. J. H. Harley Williams, 
Tavistock House North, Tavistock Sq., London, W.C.1, England, Sec- 
retary General. 

CONGRESS OF THE INTERNATIONAL DIABETES FEDERATION, Leyden, Nether- 
lands, July 7-12. Dr. F. Gerritzen, 33, Prinsegracht, The Hague, Nether- 
lands, Secretary. 

EvuROPEAN CONGRESS OF CARDIOLOGY. University of London, Bloomsbury, 
W.C.1, England, Sept. 10-12. Dr. K. Shirley Smith, 35 Wimpole St., 
London, W.1, England, Secretary. 

EUROPEAN SOCIETY OF CARDIOVASCULAR SURGERY, Strasbourg, France, Oct. 
3-4. Sir James Learmonth, Department of Surgery, University New 
Buildings, Edinburgh &, Scotland. 

INTERAMERICAN CARDIOLOGICAL CONGRESS, Buenos Aires, Argentina, Aug. 
31-Sept. 7. Dr. Blas Moia, Larrea 1132, Buenos Aires, Argentina, 
Secretary-General. 

INTER-AMERICAN CONGRESS OF PUBLIC HEALTH, Havana, Cuba, Sept. 27- 
Oct. 1. Pan-American Sanitary Bureau, 2001 Connecticut Ave., Wash- 
ington, D. C 

INTER-AMERICAN CONGRESS OF RADIOLOGY, Mexico City, Mexico, Nov. 2-6 
Dr. Guido Torres Martinez, Marsella No. 11, Mexico, D.F., Sectetary- 
General. 

INTERNATIONAL COLLEGE OF SURGEONS, Madrid, Spain, May 20-24. Dr. 
Max Thorek, 850 West Irving Park Road, Chicago, IIL, U. S. A, 
Secretary-General. 

INTERNATIONAL CONGRESS OF BIOCHEMISTRY, Paris, France, July 21-27. 
Prof. Jean Courtois, 4, Avenue de l’Observatoire, Paris 6°, France, 
Secretary. 

INTERNATIONAL CONGRESS OF COMPARATIVE PATHOLOGY, Madrid, Spain, 
May 4-11. Prof. Carda-Aparici, Calle Fernando V1.8, Madrid, Spain, 
Secretary. 

INTERNATIONAL CONGRESS OF DERMATOLOGY AND SyYPHILOLOGY, London, 
England, July 21-26. Dr. Gordon B. Mitchell-Heggs, 5, Lisle St, 
London, W.C.2, England, General Secretary. 

INTERNATIONAL CONGRESS ON Diaretes, Leyden, The Netherlands, July 
7-12. Dr. F. Gerritzen, 33, Prinsegracht, Ihe Hague, Netherlands. 

INTERNATIONAL CONGRESS OF Dietetics, Royal Tropical Institute, Amster- 
dam, The Netherlands, July 7-11. Miss Diane J. Ten Haaf, Educational 
Bureau of the Nutritional Council, 42 Koninginnegracht, The Hague, 
Netherlands, General Secretary. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Rio de Janeiro, 
Brazil, Aug. 24-30. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 
11, Illinois, Executive Secretary. 

INTERNATIONAL CONGRESS OF HAEMATOLOGY, Mar del Plata, Argentina, 
Sept. 21-26. Dr. Carlos Reussi, Anchorena 1710, Buenos Aires, Argen- 
tina, Secretary. 

INTERNATIONAL CONGRESS OF HEALTH TECHNICIANS, Palais de la Mutuatlite, 
Paris, France, June 9-14. Secretariat General, 6 Square Desaix, Paris 
XV°, France. 

INTERNATIONAL CONGRESS OF THE HistoRY OF MeEpbicINE, Nice-Cannes, 
France, and Monaco, Sept. 8-18. Dr. F. A. Sondervorst, 124 Avenue 
des Allies, Louvain, Belgium, Secretary-General. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Friends House, London, 
N.W.1, Eng. Sept. 15-18. Sir Harold Boldero, 12 Pall Mall East, 
London, S.W.1, England, Secretary. 

INTERNATIONAL CONGRESS ON Mepicat Recorps, London, England, Sept. 
7-12. Miss Gwen Perkins, 120 C Street S.E., Washington, D. C., Chair- 
man. 

INTERNATIONAL CONGRESS OF MEDICINE AND Sport, Paris, France. May 29- 
June 1. Prof. Chailley-Bert, 1 rue Lacretelle, Paris 15°, France, Chair- 
man. 

INTERNATIONAL CONGRESS ON NEUROPATHOLOGY, Rome, Italy, Sept. 8-13. 
Dr. Armando Ferraro, 722 W. 168th St., New York, N. Y., U. S. A, 
Secretary General. 

INTERNATIONAL CONGRESS OF OTO-NEURO-OPHTHALMOLOGY, Lisbon and 
Estoril, Portugal, April 22-26. Prof. Diogo Furtado, Servico de Neur- 
ologia, Hospital dos Capuchos, Lisbon, Portugal, General Secretary. 

INTERNATIONAL CONGRESS OF PHysicat Mepicine, London, England, July 
14-19, Dr. A. C. Boyle, 45, Lincoln’s Inn Fields, London, W.C.2, 
England, Hon, Secretary. 
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INTERNATIONAL CONGRESS OF PHYSIOPATHOLOGY OF ANIMAL REPRODUCTION 
AND ARTIFICIAL INSEMINATION, Copenhagen, Denmark, July 7-10. Prof. 
Ed. Sorensen, The Royal Veterinary and Agricultural College, Biilow- 
svej 13, Copenhagen V, Denmark. 

INTERNATIONAL CONGRESS FOR THERMALISM AND CLIMATOTHALASSOTHERAPY, 
Nice-Cannes, France, April 3-8. 

INTERNATIONAL CONGRESS OF UROLOGY, The Waldorf-Astoria, New York, 
N. Y., U. S. A., Sept. 15-18. Dr. John A. Taylor, 2 East 54th St., New 
York, N. Y., U. S. A., Secretary-General. 

INTERNATIONAL SocieETY OF GEOGRAPHIC ParHoLtoGy, Liége, Belgium, July 
15-18. Dr. Fred C. Roulet, Habeistr. 24, Basei, Switzerland, Secretary 
General. 

INTERNATIONAL UNION AGAINST TupercuLosis, Rio de Janeiro, Brazil, 
Aug. 24-27. Prof. Etienne Bernard, 66 Blvd. St. Michel, Paris 6e, France, 
Secretary-General. 

NEURORADIOLOGIC SYMPOSIUM, Stockholm, Sweden, Sept. 17-20. Docent 
Ake Lindbom, Symposium Neuroradiologicum, Serafimerlasarettet, Stock- 
holm K., Sweden, Secretary. 

PAN-AMERICAN CONGRESS OF GASTROENTEROLOGY, Mexico City, D.F., Ma 
11-17. Dr. R. Flores-Lopez, Calle Dr. Balmis, No. 148, Mexico City, 
D.F., Secretary. 

PAN-EUROPEAN CONGRESS OF GASTROENTEROLOGY, Bologna, Florence and 
Rome, Italy, April 20-26. Prof. Guido Bassi, Poiiclinic of St. Orsot!a, 
Bologna, Italy, Secretary. 

Worip Mepicat Association, Athens, Greece, Oct. 12-16. Dr. Louis H. 
Bauer, 2 East 103d St., New York 29, N. Y., Secretary General 


EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMENERS 

NaTIONAL BoarD oF Mepicat Examiners: Part II, April 21-22; Parts I 
and Il, June 18-20; Part I, September. All centers where there are five 
or more candidates. Exec. Sec., Dr. John P. Hubbard, 225 S. 15th St., 
Philadelphia 2. 


EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BOARD OF ANESTHESIOLOGY: Various Locations, July 18. Final 
date for filing application was Jan. 18. Sec., Dr. C. B. Hickcox, 80 Sey- 
mour St., Hartford 15. 

AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY: Oral. Chicago, May 
1952. Final date for filing application was Feb. 1, 1952. Candidates must 
have completed three years of approved training prior to July 1, 1952. 
Sec., Dr. George M. Lewis, 66 E. 66th St., New York 21. 

AMERICAN BOARD OF INTERNAL MEDICINE: Written. Various centers and 
overseas, Oct. 20. Closing date for the acceptance of applications for 
the written examination will be May 1. Oral. Cleveland, April 17-19; 
Chicago, June 5-7, San Francisco, September or October; New York 
City, November or December. Subdspeciaity: Gastroenterology. Examina- 
tion. Chicago, June 7. Exec. Sec.-Treas., Dr. William A. Werrell, 1 West 
Main Street, Madison 3. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. Chicago, May 1952, 
Final date for filing applications for the May 1952 examination was 
Jan. 1. Sec., Dr. W. J. German, 789 Howard Ave., New Haven 4, Conn. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Oral. Chicago, June 
9-13, 1952. Final date for filing application was Feb. 1, 1952. Sec., Dr. 
Robert L. Faulkner, 2105 Adelbert Read, Cleveland 6. 

AMERICAN BOARD OF OPHTHALMOLOGY: Practical. Philadelphia, May 29- 
June 3; Chicago, Oct. 6-10 and New York City, June 6-10, 1953. Sec., 
Dr. Edwin B. Dunphy, 56 Ivie Road, Cape Cottage, Maine. 

AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Part J. San Francisco and 
Washington, D. C., April 28-26. Sec., Dr. Harold A. Sofield, 122 South 
Michigan Ave., Chicago 3. 

AMERICAN BOARD OF OTOLARYNGOLOGY. Tororto, May 13-17; Chicago, Oct. 
6-10. Sec.. Dr. Dean M. Lierle, University Hospitals, lowa City. 

AMERICAN BoarD OF PEDIATRICS: Oral. Washington, D. C., May 2-4: San 
Francisco, late June; Chicago, October and Boston, late November. 
Exec. Sec., Dr. John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 

AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION: Parts J] 
and II. Chicago. June 8 and 9. Sec., Dr. Robert L. Bennett, Georgia 
Warm Springs Foundation, Warm Springs, Ga. 

AMERICAN BOARD OF PLASTIC SURGERY: Oral and Written. St. Louis, May 
17-19. Sec., Dr. Bradford Cannon, 4647 Pershing Ave., St. Louis 8. 

AMERICAN BOARD OF PREVENTIVE MEDICINE AND Pustic HEALTH. Written. 
Berkeley, Calif., Minneapolis, New Orleans and Baltimore. April 18. 
Sec., Dr. Ernest L. Stebbins, 615 N. Wolfe St.. Baltimore. 

AMERICAN BOarD OF ProctoL_oGy. Part 1. Kansas City, Minneapolis, Phila- 
delphia and San Francisco. May 3. Examination includes both oral and 
written examination; in the basic sciences. Dates and places tentative. 
Sec.. Dr. Louis A. Buie, 102-110 2d Ave., S.W., Rochester, Minn. 

AMERICAN BOARD OF PSYCHIATRY AND NeurROLOGY: Chicago, June 13-14. 
Final date for filing applications was March 15. New York City, Dec. 
15-16. Final date for filing applications is Sept. 15. Sec.-Treas., Dr. 
David A. Boyd, Jr., 102-110 Second-Ave. S.W., Rochester, Minn. 

AMERICAN BoarD oF RADIOLOGY: Oral. Spring 1952. Final date for filing 
application was Dec. 31. Sec., Dr. Bo R. Kirklin, 102-110 Second Ave., 
S.W., Rochester, Minn. 

AMERICAN BoarD OF SURGERY: Written. Various Centers. October 1952. 
Sec., Dr. J. Stewart Rodman, 225 15th St., Philadelphia. 
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DEATHS 


Bowen, Byron Darius, Ridgeway, Ont., Canada; born in Al- 
mond, N. Y., in 1889; University of Buffalo School of Medi- 
cine, 1914; fellow of the American College of Physicians; mem- 
ber of the American Medical Association, Medical Society of 
the State of New York, American Society of Clinical Investiga- 
tion, American Clinical and Climatological Association, Asso- 
ciation for the Study of Internal Secretions and American 
Psychosomatic Society; formerly practiced in Buffalo, where he 
was associated with the University of Buffalo School of Medi- 
cine as assistant, associate, and clinical professor of medicine 
and for many years on the staff of Buffalo General Hospital; 
specialist certified by the American Board of Internal Medicine; 
died in Buffalo General Hospital Dec. 30, aged 62. 


Arn, Elmer Raymond # Dayton, Ohio; born in Arnheim, Ohio, 
July 8, 1886; Ohio-Miami Medical College of the University 
of Cincinnati, 1911; member of the founders group of the 
American Board of Surgery; a fellow and served on the board 
of governors of the American College of Surgeons; one of the 
founders and a past president of the American Association for 
the Study of Goiter; president of the George Washington 
Masonic National Memorial Hospital; consulting surgeon, Good 
Samaritan and Veterans Administration hospitals and Miami 
Valley Hospital, where he died Dec. 24, aged 65, of arterio- 
sclerosis, and nephrosclerosis. 


Smith, Edward Shepard, Westfield, Mass.; Albany (N. Y.) 
Medical College, 1899; member of the American Medical Asso- 
ciation; fellow of the American College of Surgeons; served 
as an honorary vice president of Hampden County Tuberculosis 
and Public Health Association; for many years medical examiner 
of the fourth Hampden District; from 1934 to Jan., 1939, chief 
of staff at Noble Hospital, where for many years he was a mem- 
ber of the medical and surgical staffs and a member of the 
executive committee; medical examiner for the New York Cen- 
tral Railroad; died Dec. 9, aged 74, of congestive heart failure 
and diabetes mellitus. 


Soresi, Angelo Luigi ® Stamford, Conn.; Regia Universita di 
Napoli Facolta di Medicina e Chirurgia, Italy, 1903; formerly 
professor of the principles of surgery at the New York Homeo- 
pathic Medical College, Flower and Fifth Avenue Hospitals in 
New York; fellow of the International College of Surgeons, 
International College of Anesthetists, French Surgical Society, 
and the lialian Surgical Society; a surgeon in the Italian Army 
during World War I; attending surgeon from 1920 to 1939, when 
he became honorary consultant in surgery, at the Greenpoint 
Hospital in Brooklyn, where he died December 11, aged 74, of 
heart failure. 


Miller, Iva Mabelle Townsend # Indianapolis; American Col- 
lege of Medicine and Surgery, Medical Department of Val- 
paraiso University, Chicago, 1906; for many years a medical 
missionary in China and medical director of Isabella Fisher 
Hospital in Tientsin; at one time field secretary, Medical 
Women’s National Asscciation; formerly connected with the 
division of maternal and child hygiene Illinois State Depart- 
ment of Health; held similar positions in Indiana and in New 
York; died in Methodist Hospital, Dec. 5, aged 71, of broncho- 
genic carcinoma. 


Bains, Richard Cornelius, Bessemer, Ala.; Birmingham Medical 
College, 1898; member of the American Medical Association; 
served during World War I; died Dec. 2, aged 87, of heart 
failure. 


Beatty, William Henry, Blackwood, N. J.; Hahnemann Medi- 
cal College and Hospital of Philadelphia, 1901; died recently, 
aged 78, of carcinoma. 


Blair, John Frederick ® Whitefish Bay, Wis.; St. Louis Univer- 


sity School of Medicine, 1923; died Dec. 19, aged 58, of coro- 
nary thrombosis. 


@ Indicates Fellow of the American Medical Association. 


Booth, George Wythe ® Rockymount, Va.; Medical College of 
Virginia, Richmond, 1925; died recently in Jefferson Hospital, 
Roanoke, aged 65, of leukemia. 


Clizer, Charles Benton, Tekoa, Wash.; Georgetown University 
School of Medicine, Washington, D. C., 1914; member of the 
American Medical Association; served during World War I; 
affiliated with Deaconess and St. Luke’s hospitals in Spokane; 
died Dec. 11, aged 63, of cerebral thrombosis. 


Cottrell, Laura Murphy ® Sebring, Fla.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1912; an Affiliate Fellow of the American Medical 
Association; died in Orlando recently, aged 70, of a tumor of 
the interauricular septum. 


Doherty, Elijah William, Toledo, Ohio; Ohio Medical Univer- 
sity, Columbus, 1898; member of the American Medical Asso- 
ciation; past president of the Academy of Medicine of Toledo 
and Lucas County; affiliated with Mercy and Flower hospitals; 
died Nov. 29, aged 78, of coronary occlusion. 


Dwight, Kennie M., Muskogee, Okla.; University Medical Col- 
lege of Kansas City, 1899; died Dec. 8, aged 86, of myocarditis. 


Edwards, Claud Welch, Memphis, Tenn.; Memphis Hospital 
Medical College, 1904; physician at the Memphis General 
Depot; died Dec. 3, aged 74. 


Frankel, Florence Hulton ® Nyack, N. Y.; University and Belle- 
vue Hospital Medical College, New York, 1924; served on the 
staff of the Montefiore Hospital for Chronic Diseases in New 
York; died Dec. 21, aged 65, of cardiovascular disease. 


Graham, Charles Franklin, Pittsburgh; University of Pittsburgh 
School of Medicine, 1933; member of the American Medical 
Association; served during World War II; died in Elizabeth Steel 
Magee Hospital recently, aged 45, of multiple myeloma. 


LeFevre, Harry M., Shelbyville, Mo.: Hospital College of Medi- 
cine, Louisville, Ky., 1898; member of the American Medical 
Association; died Dec. 15, aged 79. 


McCready, La Mott Rhodes, Grand Rapids, Mich.; Illinois 
Medical College, Chicago, 1896; died Dec. 13, aged 76. 


Oglesby, James Van Peit, Sherman Oaks, Calif.; University and 
Bellevue Hospital Medical College, New York, 1902; died in 
Mountain Lakes, N. J., Dec. 13, aged 80, of acute coronary 
occlusion and tabes dorsalis. 


Peelor, Edwin Claude, Clinton, Mo.; Missouri Medical College, 
St. Louis, 1895; member of the American Medical Association; 
served during World War I; died in Clinton General Hospital 
Dec. 9, aged 82, of cirrhosis of the liver. 


Rapuzzi, Joseph Edward ® Abingdon, IIl.; University of Vermont 
College of Medicine, Burlington, 1915; affiliated with St. Mary’s 
and Galesburg hospitals in Galesburg; died Jan. 17, aged 59, of 
carcinoma. 

Siberts, Frank Leslie, Hampton, lowa; State University of Iowa 
College of Medicine, lowa City, 1904; health officer; president 
of the staff, Lutheran Hospital, where he died Dec. 7, aged 72, 
of myocardial infarction. 


Tippin, Philip Henry Mulcahy, Brewton, Ala.; Medical College 
of Alabama, Mobile, 1894; died in Escambia County Hospital 
Dec. 8, aged 82, of carcinoma of the stomach. 


Webber, Nathaniel Brewster, Hialeah, Fla.; Detroit College of 
Medicine, 1902; died Dec. 15, aged 69, of cerebral hemorrhage. 
Wise, Bowman Joel, Plains, Ga.; Medical Department of Tulane 


University of Louisiana, New Orleans, 1914; died in Americus 
recently, aged 63, of coronary occlusion. 


Wright, James Berzelus ® Weatherford, Texas; Memphis (Tenn.) 
Hospital Medical College, 1903; died recently, aged 74, of coro- 
nary thrombosis. 
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GOVERNMENT SERVICES 


DEPARTMENT OF DEFENSE 


Induction of Priority 1 Doctors Delayed.—The Department of 
Defense has requested the Selective Service System to further 
postpone until May, 1952, the induction of 485 priority 1 physi- 
cians originally scheduled to be inducted in August and Septem- 
ber, 1951. The Department of Defense emphasized that this 
delay is possible because at the present time there are sufficient 
numbers of priority 1 type reserve officers to meet military re- 
quirements for individual calls to active service. The primary 
source of these reserve officers has been priority 1 registrants 
who accepted reserve commissions. If, in the future, the number 
of registrants who accept reserve commissions should fail to 
meet requirements, it will become necessary to make up short- 
ages through induction. 

Priority | medical registrants are those who participated as 
students in the Army Specialized Training Program or similar 
programs administered by the Navy, and who were deferred from 
service during World War II to attend medical school and who 
have served less than 90 days in the Armed Forces, the Coast 
Guard, or the United States Public Health Service subsequent 
to the completion of or release from the programs or courses of 
instruction, 


NAVY 


Award to Naval Hospital.—The Secretary of the Navy has 
awarded the Navy Unit Commendation to the Naval Hospital, 
Yokosuka, Japan. The citation reads as follows: 

For extremely meritorious service in the treatment and hospitalization of 
5.804 war casualties and other patients from 5 December 1950, to 15 
January 1951. Althoneh still in the process of expanding from a 100-bed 
dispensary to a &00-bed hospital, the United States Naval Hospital, 
Yokosuka, Japan, admitted and treated 4,312 casualties during the 10-day 
Period from 5 to 15 December, 2,022 of whom were received during the 
peak period of 6-7 December 1950. Interested solely in saving lives and 
bringing physical comfort to the increasing stream of wounded, the staff 
exerted maximum effort in preparing additional space for the proper care 
of its patients. With the already inadequate facilities tremendously over- 
taxed, the limited number of personnel worked long, arduous hours, 
sacrificing much-needed rest to provide medical treatment and other 
essential services to this overwhelming patient overload caused almost 
wholly by the influx of United States Marine Corps members who had 
been wounded when suddenly trapped by aggressor forces in the Chosin 
Reservoir area. By its resourcefulness, zeal and initiative in the face of 
many complex adversities, this gallant organization saved the lives of 
numerous casualties, thereby upholding the highest traditions of the United 
States Naval Service. 


All personnel attached to and serving with the Naval Hospital, 
Yokosuka, Japan from Dec. 5, 1950, to Jan. 15, 1951, are 
authorized to wear the Navy Unit Commendation ribbon. 


Captain Poppen Honored.—Capt. John R. Poppen, MC, re- 
tired, inactive, was presented with the John Jeffries Award at 
the honor night dinner of the Institute of Aeronautical Sciences, 
Jan. 28, in New York. Captain Poppen is the second Naval 
medical officer to be so honored. Among his contributions to 
the. advancement of aeronautics through research were his find- 
ings relative to acceleration and its effect on pilots. This research 
led to the development of the G-suits currently used by Naval 
aviators. Captain Poppen was placed on the retired list on Jan. 
1, 1952, after completing more than 34 years of active duty. 


~ Personals.—Capt. William M. Silliphant, MC, former director 
of laboratories, Naval Medical School, Bethesda, Md., has been 
appointed deputy director, Armed Forces Institute of Pathol- 
ogy, Washington, D. C. Dr. Silliphant is a diplomate of the 
American Board of Pathology and a fellow of the American 
Society of Clinical Pathologists. Rear Admiral Lamont 
Pugh, Surgeon General of the Navy, addressed the senior 
students, interns, and residents of Georgetown University Medi- 
cal School and Hospital, Washington, D. C., March 6, presenting 
a biographical sketch of Dr. Benjamin Rush. 


AIR FORCE 


New Physical Standards Chief.—Col. John A. Schindler has 
assumed the duties of chief of the physical standards division 
in the directorate of professional services in the Surgeon Gen- 
eral’s office. He is also urologic consultant, and formerly was 
air surgeon for the Tactical Air Command. Colonel Schindler 
replaces Col. Emmert C. Lentz, who is now surgeon, Maxwell 
Air Force Base, Ala. 


Award to Major Stapp.—The Legion of Merit has been awarded 
to Maj. John P. Stapp, now with the Wright Air Development 
Center’s Aero Medical Laboratory in Dayton, Ohio. Major 
Stapp was cited for “exceptionally meritorious conduct in the 
performance of outstanding service from March, 1947 to June 
30, 1951, on human tolerance to abrupt deceleration.” The cita- 
tion also credited him with aiding in the development of pro- 
tective devices. 


New Chief of Preventable Diseases Branch.—Col. Max Boyd 
McQueen, MC, a diplomate of the American Board of Pre- 
ventive Medicine and Public Health, has assumed the duties of 
chief of the preventable diseases branch in the Preventive Medi- 
cine Division, Office of the Air Force Surgeon General. Colonel 
McQueen entered the service in 1940 and in 1947 he returned 
to the Idaho State Department of Health as a district officer. 


Personal.—Lt. Col. John P. Harney, MC, has reported to the 
Reese Air Force Base, Texas, for duty as wing surgeon and com- 
manding officer of the 3,500th medical group, succeeding Col. I. 
Louis Hoffman, who now is in Europe. 


VETERANS ADMINISTRATION 


Dr. Abt to Direct Radioisotope Unit.—The appointment of Dr. 
Arthur F. Abt to the position of director, Radioisotope Unit, 
which is to be established within the Veterans Administration 
Hospital now nearing completion in Durham, N. C., has been 
announced by Adm. Joel T. Boone, chief medical director. In 
the meantime, Dr. Abt will be associated with the Radioisotope 
Unit at the Veterans Administration Hospital at Hines, Ill., and 
the Radioisotope Section, Central Office, Washington, D. C., 
pending completion of construction of the hospital at Durham. 
Dr. Abt has been engaged in the private practice of pediatrics 
in Chicago, where he has been attending pediatrician, at Sarah 
Morris Children’s Hospital and consulting pediatrician at the 
U. S. Naval Hospital, Great Lakes, Il. 

Dr. Abt was research assistant in physiologic chemistry at 
Johns Hopkins University in 1919, resident house officer at 
Harriet Lane Home, Johns Hopkins Hospital, 1923, and resi- 
dent in pediatrics, Sarah Morris Children’s Hospital, 1924. In his 
research activities, Dr. Abt has served as director of nutrition 
research in the coordinated project sponsored by U. S. Public 
Health Service, Chicago Board of Health, and Northwestern 
University Medical School. During World War Il he served 
four years in the U. S. Navy and rose to the rank of captain. 
He was staff medical officer in two invasions with Task Force 
32, Amphibious Group V, Pacific Fleet, and during this time, 
was awarded a letter of commendation for research in chemical 
warfare by the Surgeon General, U. S. Navy. He received the 
Navy Unit Citation for Battle Service in the USS Mt. McKinley: 
and a citation from the office of scientific research and develop- 
ment for research in the war effort. Dr. Abt is a diplomate of 
the American Board of Pediatrics; member of the Chicago and 
Illinois State Medical Societies; Fellow of the American Medi- 
cal Association, Institute of Medicine, Chicago, and American 
Academy of Pediatricians; member of the American Pediatric 
Society, Sigma Xi, and the American Association for the 
Advancement of Science. 
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FOREIGN LETTERS 


ARGENTINA 


The Fight Against Chagas’ Disease.—The Ministry of Public 
Health has organized the National Service Against Chagas’ Dis- 
ease and has appointed as director Dr. Cecilio F. Romana, 
whose research in this disease is well known, and who is director 
of the Institute of Regional Medicine in the University of Tucu- 
man. The province of Mendoza has also organized an intensive 
campaign against this disease. 

Prophylaxis consists chiefly in destruction of the intermediate 
agent, the Triatoma infestans, an insect commonly found in 
houses in the affected area. This insect can be made to disappear 
for about three months by using “gammexane™ and chlordane. 
“Gammexane” is sprayed in a solution at 5 or 10%, at the rate 
of 500 mg. per sq. m. DDT kilis many insects, but not all of 
them, even when used in a concentrated form at 25°. The most 
efficient method of prevention is to build houses with walis and 
rooms without cracks or openings, so that the insects cannot 
shelter and sting and suck blood during the night. 

Dr. J. W. Abalos and Dr. P. Wygodzinski from the Institute 
of Regional Medicine at Tucuman have published an interesting 
monograph on Triatomae in Argentina in 1951. 


In Honor of Dr. Ricardo Finochietto.—The “Confederacion 
General del Trabajo” (labor union), in a public ceremony patron- 
ized by the Ministry of Public Health, gave a medal to Dr. 
Ricardo Finochietto “in account of the surgical operation he 
performed for the cure of Mrs. Eva Peron.” 


Inter-American Congress of Cardiology.—The Argentine So- 
ciety of Cardiology organized a Pan-American Congress of Car- 
diology, which will be held in Buenos Aires next September. 
The authorities of the city will give it their full support. 


COLOMBIA 


National Meeting of Surgeons.—The First National Meeting of 
Colombian Surgeons, held in Bogota, Oct. 28 to Nov. 4, 1951, 
was attended by more than 400 surgeons. The program included 
operations in various hospitals of Bogota, scientific sessions, sur- 
gical films, and exhibits of surgical instruments, books, and drugs. 
The congress was organized by the Society of Surgeons of Cun- 
dinamarca, a branch of the Colombian Association of Surgeons. 
Dr. Jorge Suarez Hoyos of Bogota presided. Dr. John J. Conley, 
the United States surgeon, and Dr. Oswaldo Rodriguez Morales, 
neurosurgeon of Ecuador, attended the congress by special in- 
vitation. Dr. Conley, specialist in vascular surgery and phy- 
sician at Memorial Hospital of New York, performed operations 
in his specialty and gave a lecture on research in cardiovascular 
surgery. The following articles read during the congress deserve 
special mention: “Surgery of Biliary Lithiasis and of Its Sequels: 
A Statistical Study,” by Drs. Hernando Anzola Cubides, Juan 
Di Domenico, Carlos Camacho, Mario Negret Lopez, Eugenio 
Ordonez, Rafael de Zubiria, Carlos Mogollon, and Alberto 
Escallon Azcuénaga of the department of gastroenterology of 
the Hospital San José; “Pulmonary Resection of Lung and 
Thoracoplasty in Treatment of Pulmonary Tuberculosis: Ex- 
perience in the San Carlos Hospital,” by Drs. Alfredo Artundu- 
aga and Ricardo Vargas Iriarte; “Frequency of Cancer of 
Prostate,” by Dr. Pablo Gomez Martinez; “Errors and Compli- 
cations in Biliary Surgery,” by Dr. José A. Jacome Valderrama, 
head of the National institute of Radium; and “Preliminary 
- Report on the First Cases of Angiocardiography in the Hospital 
de la Misericordia of Bogota,” by Drs. Gonzalo Esguerra Gomez, 
Calixto Torres Umana, and Santiago Triana Cortés. 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


Deaths.—Dr. César Uribe Piedrahita, aged 54, died suddenly 
on Dec. 18, 1951, from cardiac infarction. He was born in 
Antioquia and devoted his life to research and writing in various 
fields of medicine. He graduated from the University of Anti- 
oquia and did postgraduate work at Harvard University. Dr. 
Uribe Piedrahita heid the following positions: head of the Na- 
tional Institute of Hygiene, professor of parasitology at the 
National University, and dean of del Cauca University. He was 
a delegate to several international scientific congresses and the 
founder of the CUP Laboratories, a well-known center for the 
preparation of drugs. He wrote several articles and books on 
parasitology and protozoology. Of great interest also are his 
books on biology of the amebas, reduviida and trypanosomas, 
“niaara” poison, Colombian digitalis, and the poison of the 
“dendrobates chocoensis” frog. Dr. Uribe Piedrahita is the 
author of two novels, “Toa” and “Mancha de Aceite,” which 
describe the ways of living of the workers in the rubber industry 
in the Amazon regions and in the oil wells in Venezuela, re- 
spectively. Dr. Uribe Piedrahita carried on interesting studies 
of civilization of Colombian Indians of the remote past. He 
also studied archeology, ethnography, and arts and idioms of 
the aborigines. He made paintings and carved work. 


Personal.—Gladys L. Hobby, Ph.D., co-discoverer of terramy- 
cin and head of the scientific department of Chas. Pfizer & 
Co., Inc., New York, visited Bogota during the week of Dec. 
9 to 16, 1951. She lectured on terramycin, in various centers 
of scientific investigation and laboratories of Bogota, Medellin, 
and Barranquilla during her stay in Colombia. 


ITALY 


International Convention of Hematology.—The third conven- 
tion of the European International Society of Hematology was 
held in Rome under the chairmanship of Prof. Giovanni Di 
Guglielmo, director of the University of Rome Medical Clinic 
and also chairman of the society. Prof. J. H. Lawrence of the 
United States, who spoke at the invitation of the society, reported 
on the use of isotopes in scientific research and in hematological 
therapy. Mallet, Marchal, and Duhamel (France) reported they 
had obtained good results in the treatment of two patients with 
mycosis fungoides and two with Hodgkin's disease with radio- 
active arsenic; however, they stated that selective dermotropic 
fixation of beta and gamma rays limits application of radioactive 
arsenic to cutaneous forms of Hodgkin's disease. They also re- 
ported on the results cbtained in various diseases with cortisone 
and corticotropin (ACTH). Effects of these drugs varied in acute 
leukemia and chronic lymphadenosis. A startling remission was 
Cbserved in one patient with a severe case of Hodgkin's disease, 
but effects were uncertain in other patients. The speakers pointed 
out that among the dangers of the new hormone therapy was 
the possibility of its causing pulmonary edema or acute hypo- 
adrenalism. 

New Methods of Investigation in Hematology.—Many speak- 
ers discussed new methods of histochemical and physical investi- 
gation in hematology. Laves (Germany) discussed the results 
obtained with the cytoenzymatic technique in studying the dis- 
tribution of ribonucleic proteins and desoxyribonucleic proteins 
in the nuclei of leukocytes. From the data obtained, it appears 
that these proteins are present in the nucleus in various propor- 
tions. He pointed out that, from the cytochemical point of view, 
neutrcphil granulecytes are different from all the other leuko- 
cytes, while the stem cells are in an intermediary position. Physi- 
cal investigation reports were given On phase microscopes, ultra- 
violet microscopes, electron microscopes, and electrophoresis. 

Reticulosis and Reticuloendotheliosis.—Reticulosis and reticu- 
loendotheliosis were discussed by many foreign and _ Italian 
speakers. Zeidenrust (Holland) asserted that Aschoff’s concept 
of the reticuloendothelial system has had an important influence 
on the study of reticuloses that are characterized by a systematic 
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preliferation of reticuloendothelial cells; but, because this defini- 
tion of reticulosis covers a large number of well-known diseases, 
he believes the definition should be restricted to fewer morbid 
entities. Rohp (Switzerland) discussed “reactive” reticulosis of 
the bone marrow and asserted that in the concept of reticular 
tissue not only the true reticular elements but also the histiocytic 
elements must be considered, because both constitute a func- 
tional unit. In addition to typical granulomas, he considered 
granulomas caused by a virus, as in mononucleosis and epidemic 
hepatitis. He discussed some forms of reticulosis, including 
hyperglobulinemia, medullar lymphadenosis, and osteomyelo- 
reticulosis, and mentioned that classification of these diseases is 
still uncertain. Cazal (France) reported on clinical and hemato- 
logical aspects of malignant reticulosis. He discussed the clinical 
pciymorphism of this disease and classified it into three clinical 
types: (1) visceral or acute, subacute, and chronic pseudoleuko- 
cytic forms, (2) nodular and ulcerous dermatological forms 
(erythrodermic forms are rare), and (3) forms that occur in 
early childhood (Letterer-Siwe’s disease). Revel and Morel 
(France), on the basis of their observations in 50 cases seen in 
the last two years, asserted that the distinction between reticu- 
lesis and reticulosarcoma is still indefinite and that the criteria of 
distinction between them differ according to the points of view of 
the different schools. 

Corticotropin (ACTH) and Cortisone in Hematology.—Bur- 
chenal (United States) pointed out that cortisone and cortico- 
tropin (ACTH) have a pronounced though transient effect on the 
course of acute leukemia, especially in young patients. Heil- 
meyer (Germany) syst tically discussed the action of corti- 
scne and corticotropin on the various blood elements in normal 
and pathological conditions and concluded that, although the 
use of these hormones is advisable, the excessive optimism 
existing today regarding them needs to be tempered. Antico- 
agulant therapy and fibrinolysis were also discussed. 


LONDON 


Health Centers.—In all the discussions that preceded and accom- 
panied the passage of the National Health Service Act to the 
statute book, emphasis was consistently laid on the importance 
of the health center to the service. This was to be the focal point 
of the entire service, a point at which the three main branches, 
the general practitioner service, the specialist service, and the 
local authority service, would meet and be coordinated. 

The idea of health centers first came to the fore in the “Interim 
Report on the Future Provision of Medical and Allied Services” 
of the consultative council on medical and allied services of the 
Ministry of Health. This report, commonly referred to as the 
Dawson Report after the chairman, the late Lord Dawson of 
Penn, was presented in 1920. It recommended that domiciliary 
practice be based on a primary health center, defined as “an 
institution equipped for services of curative and preventive medi- 
cine to be conducted by the general practitioners of the district 
in conjunction with an efficient nursing service and with the aid 
ef visiting consultants and specialists.” The function of these 
health centers was worked out with a wealth of detail that even 
included a memorandum on designs of detailed plans for their 
sites and structure. Their distinguishing feature was to be that 
they would be staffed by general practitioners. Accommodation 
weuld consist of wards in which general practitioners would be 
able to treat milder cases of illness that did not require trans- 
ference to the hospital and also deal with midwifery. In addition, 
there would be accommodations for all the ancillary services, 
such as an Operating theater, pathology laboratories, and an 
x-ray department. The centers would be not only curative in 
function but also preventive, and in them would be centralized 
child welfare, antenatal, and tuberculosis clinics; these clinics 
would be conducted by the general practitioners. According to 
the report, the health centers “would be the home of the health 
organization and of the intellectual life of the doctors of the 
unit . . . there would develop an intellectual traffic and a 
camaraderie to the great advantage of the service.” The primary 
health centers were to be linked up, in each area, with secondary 
health centers that were situated in towns and whose services 
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would be mainly consultative. These centers would receive pa- 
tients referred from primary centers, either because of difficulties 
of diagnosis or because, in their diagnosis or treatment, highly 
specialized equipment was necessary. The duties of the con- 
sultants by whom the secondary centers were staffed would in- 
clude attendance in outpatient clinics, attendance in the wards 
cn the patients referred to them, and periodical as well as special 
emergency visits to the primary health centers allotted to them. 

This was the original outline for health centers. A major modi- 
fication that the passage of time has indicated is the replace- 
ment of the secondary centers by the outpatient departments of 
hospitals and the increasing emphasis on the importance of con- 
sultants being available for consultation in the primary health 
centers. 

In the national health service, this vital link in its organization 
was the first victim of the financial stringency that has dominated 
the country in these postwar years. Health centers have been 
excluded from the building priority list of the country; however, 
the Nuffield Provincial Hospitals Trust has included health cen- 
ters in its investigation of “some of the questions that need to be 
answered before the national health service can provide the 
best possible service to the patient.” lis aim is to test and demon- 
strate various conceptions of a health center. For this purpose, it 
has selected three different types of center. One is a teaching 
health center attached to the medical school of the University 
of Manchester, which is designed for the practical instruction of 
medical students in the work of general practice. The second is 
a diagnostic health center, including maternity beds and beds that 
general practitioners can use for the treatment of their patients, 
in the new town of Corby in Northamptonshire. The third type 
is a simple health center in the new town of Harlow in Essex, 
seme 20 miles to the northeast of London. 

The Harlow health center was officially opened recently by 
the parliamentary secretary to the Ministry of Housing and 
Local Government. The ultimate population of Harlow will be 
80,000, and the Essex County council, as the local health author- 
ity, has prepared plans for four large health centers to supply 
the population with clinic and general practitioner services. 
These centers, however, cannot be built in the immediate future, 
and there is the problem of providing the new population (now 
in the region of 3,000) with medical services. The Harlow De- 
velopment Corporation, anxious to provide the growing popula- 
tion with adequate medical services and wishing to avoid the 
growth of individual practices in isolated offices attached to 
houses, decided to use two semidetached lower income group 
houses as a temporary health center. This decision was made in 
consultation with the local executive committee (the committee 
for the local administration of the general practitioner service 
under the national health service) and the Essex County council. 
The former group agreed to the direct letting, by the corporation, 
of accommodations to physicians and a dentist, whereas the 
county council agreed to lease, from the corporation, part of 
the accommodations for clinic purposes for five years. The final 
cbstacle to be overcome was a financial one; if the corporation 
used these two houses for this purpose, they would lose the 
government subsidy (equivalent to a capital cost of approxi- 
mately £1,100). As the corperation must carry out all its opera- 
tions without taking a financial loss, they had to seek outside 
help if the scheme was to be eifective. It was at this stage that the 
Nuffield Provincial Hospitals Trust stepped into the picture and 
made a grant Of £2,450 to the corporation. 

The total cost of the building and furnishings provided by the 
corperation, including fees, is approximately £6,500. The build- 
ing contains three physicians’ offices with adjoining examination 
rooms, a dental office with a dental mechanic’s room and a dental 
x-ray room, and rooms for maternity and child welfare clinics, 
minor ailments, and school medical services. There are two 
waiting rooms that are used by both the clinics and the physicians 
and dentist’s offices and fitted with electric signs indicating when 
the next patient is wanted. Personal inspection of the center prior 
to the opening ceremony provided ample evidence of the excel- 
lent way in which the comfort of both patients and physicians, 
and the efficiency of the latter, had been attained. The decora- 
tions are plain but attractive; the waiting room furniture is of 
the better modern type, in which appearance has not been com- 
pletely sacrificed to utility or comfort. In addition, there are all 


148 
52 


1142 FOREIGN LETTERS 


the necessary ancillary services, such as toilet accommodation, 
a perambulator shed, and cleaning rooms. One general prac- 
titioner and one dentist are already installed in the center, and 
a second and a third practitioner will be added to the staff as the 
population grows. It is estimated that the center will be capable 
of serving a population of 10,000 persons. The management of 
the center is in the hands of a small committee, consisting of 
the practitioner, the dentist, a representative of the Essex County 
council, and a member of the corporation; they will be responsi- 
ble for the day-to-day working of the center. 

This experiment will be watched with the closest interest by 
all concerned with the running of the national health service 
and not least by those general practitioners who have been won- 
dering with diminishing hope, for the last three years, whether 
the many sacrifices they had to make would ever be compensated 
for by the advantages that would accrue from working in a well- 
organized health center. An interesting feature of the Harlow 
health center is its relatively low cost. 


Isotope Radiography.—“These radiographs of the jaw differ 
from any taken before; and though the accompanying picture, 
obtained by five minutes’ exposure of the living hand, has less 
obvious technical merit, it should be regarded respectfully as a 
part of radiological history.” With these words, the Lancet con- 
cludes an editorial introducing an article on radiography of the 
human body with radioactive isotopes by W. V. Mayneord, 
professor of physics at the Royal Cancer Hospital, Londen. 
The substance used was thulium 170; this element emits gamma 
rays with an energy of approximately 84 kv., in addition to beta 
rays. The beta rays fall into two groups with maximum energies 
of 884 and 968 kv. respectively. A total of 76% of the beta 
particles belong to the second group. The half life of thulium is 
127 days. Although thulium is an expensive material, its cost is 
offset by the fact that its life is virtually infinite, as it can be 
replaced in the pile and reactivated when necessary. An ad- 
vantage claimed for the use of a strong radioactive source as a 
radiographic focus is that it may be possible to “obtain some 
unconventional view of structures often confused by superim- 
position in the normal radiographic techniques.” A great dis- 
advantage is the long exposure required. Three radiographs are 
reproduced in this article. One radiograph is of a dried skull 
and is outlined by placing the thulium in the center of the buccal 
cavity; this gives a satisfactory picture of a number of teeth 
simultaneously. The second radiograph is of a dried skull and 
was obtained by placing the thulium in the nasopharynx; it is 
notable for its freedom from shadow of other structures. The 
third radiograph is of a living hand and was taken with thulium 
source at 6 cm. and with five minutes’ exposure. It is considered 
that “radioactive isotopes are unlikely to compete seriously with 
the classical radiographic techniques, because very large amounts 
of radioactive material would be required; but the advantages, in 
both peace and war, of a small source of x-radiation, free from 
electric mains and complex equipment are apparent.” Another 
possible use is in the localization of foreign bodies in the body, 
using an apparatus incorporating a radioactive isotope and a 
Geiger counter. 


Three Groups of Referees Decide on Prescription.—A board 
of referees decides whether a preparation prescribed by a family 
physician has been properly prescribed under the rules of the 
National Health Act. Between Dec. 24, 1949, and Jan. 16, 1950, 
a family physician prescribed three and a half bottles of brandy 
for a woman patient, 46 years of age, with incurable carcinoma 
of the bronchus. The brandy had been used for making a mixture 
containing morphine, cocaine, syrup, and some coloring matter, 
in the proportion of seven parts of brandy to one part of all the 
other substances. The patient took a dose every four hours, and, 
on March 6, 1950, she died. 

The Middlesex executive council decided that the brandy so 
prescribed was not a drug or medicine that it was bound to pro- 
vide, and this decision was upheld by the Middlesex medical 
committee. The matter was then referred to the board of ref- 
erees. The physician, in defense of his action, said that his pri- 
mary object was to relieve pain and anxiety regarding imminent 
dissolution, and, in his opinion, brandy helped do this. The mix- 
ture was recommended to him by the radiotherapist, who, pre- 
sumably, had considerable experience with these cases, and he 
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regarded it as his duty to do everything possible to make the 
remaining weeks of the woman’s life as comfortable as possible. 
When he learned that brandy had been disallowed, he substituted 
chloroform water. He did not find this as beneficial as the 
brandy. 

The executive committee finally decided that the physician 
had acted in the best interests of the patient and that brandy, in 
this instance, did have some beneficial effect. 


LUXEMBOURG 


Infant Mortality—An inquiry made by Ginette Kohner, mem- 
ber of the Ministry of Health and secretary of the Society of 
Social Hygiene, and works published by her and by Dr. Mathias 
Reiles have shown that the figures of infant mortality fluctuated, 
between the years 1946 and 1949, between 7.50% and 4.57%. 
To improve these figures the Luxembourg Society of Social and 
School Hygiene has drawn to the attention of members of the 
government the importance and gravity of this problem and 
has asked them to take the measures required to remedy the situ- 
ation at once. 

They insist especially on the necessity of the following items: 
compulsory statements of the cause of death; an inquiry, which 
would bear on the causes of deaths, the geographical distribu- 
tion, the social environment of the parents, and the conditions 
of delivery, in all cases of stillbirths and infant mortality; the in- 
troduction of compulsory premarital certificates; compulsory pre- 
natal and postnatal protection, especially for women who work 
outside their homes and for unmarried mothers; judicious 
family subsidies and prenatal and postnatal leaves of absence of 
sufficient length; and the creation of a special service for pre- 
mature infants, including a reservoir of milk. 

They believe that medical assistance should be guaranteed to 
every woman during delivery; that the present program of con- 
sultations for nursing infants should be intensified and extended 
to all infants in the country by home visits and traveling con- 
sultations; that physicians and visiting nurses attached to the 
consultation services for infants should periodically take re- 
fresher courses, just as do midwives; that maternity centers and 
services for infants should be effectively controlled by the Min- 
istry of Public Health; that the creation of an infants’ clinic is 
a fundamental necessity; that the health education of the popula- 
tion and especially of young women should be made more thor- 
ough, and in consequence primary, postscholastic, and inter- 
mediate curricula should largely provide for it; that the produc- 
tion and sale of milk and dietetic foods for infants should be 
rigorously controlled; and that the fight for decent housing 
should be encouraged to the utmost. 


Silicosis—Among the pneumoconioses, pulmonary silicosis 
causes definitive injuries and the most serious lasting disabil- 
ities; it often gives rise to actions for compensation on the part 
of the victims, for in most civilized countries this condition is 
classed among occupational diseases. In legislation abroad, this 
condition is considered as an occupational disease only if it 
causes a serious disability or is associated with tuberculosis. 

Luxembourg legislation relating to silicosis is concerned with 
all occupations that expose a person to the inhalation of fine 
dust of oxide of silica or silicates capable of producing silico- 
sis: (1) in the underground mines of the mining basin where 
workers work in the siliceous strata; (2) in the stoneworks and 
at the hewing of stones from strata of Liassic and Triassic sand- 
stone; and (3) in the production of ceramic products. 

Contrary to foreign legislation, which requires a certain de- 
gree of severity in the disease before granting compensation, the 
Luxembourg law does not define the degree of silicosis at which 
the right to indemnification from the Accident Insurance Asso- 
ciation (Industrial Section) begins; the determination of severity 
and the initiation of action for indemnity are left first to the dis- 
cretion of the attending physician; then the advisory physician of 
the insurance office and, finally, experts are called upon to decide 
the acceptability of the case. Luxembourg legislation does not 
provide for the existence of pulmonary silicosis among workers 
in the slate works and slate quarries; nevertheless, the etiology 
in these cases is indisputable. 
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PARIS 


ACTH, Cortisone, and Malignant Lymphomas.—George Mar- 
chal, Gérard Duhamel, and Thomas and J. P. Camus have 
treated 25 malignant lymphomas with corticotropin and corti- 
sone. The best results were obtained in Hodgkin's disease; in 
the first eight patients, there were four temporary successes. Of 
the three failures, two were experienced with cortisone and one 
with corticotropin. In seven cases of acute leukemia, the only 
encouraging result occurred in a four-year-old girl. In this pa- 
tient, there was clinical improvement, but the bone marrow did 
not become completely normal. In three patients with lymphoid 
leukemia, the reduction in size of lymph nodes, spleen, and liver 
was inconstant. The effects of corticotropin on lymphocytosis 
were variable. Of the four patients with multiple myeloma and 
plasmacytoma, the authors noted encouraging results in two 
patients with osseous myeloma and extracsseous plasmacytoma; 
in One patient with multiple plasmacytoma associated with soli- 
tary myeloma, corticotropin proved superior to other treatments, 
but hyperglobulinemia and electrophoretic patterns were not 
influenced. In one case of bone marrow depression caused by 
sulfonamides and in one case due to benzene poisoning, corti- 
cotropin and cortisone were not beneficial. 

Management of Treatment.—The choice of hormones was 
made by means of Thorn’s test, which was routinely performed 
on each patient. The initial dose of cortisone, 100 mg. per day, 
was later increased to 200 mg. but only rarely to 250 mg. per 
day; the dose of corticotropin for adults, 75 mg. per day, was 
increased to 125 mg., and, in a few instances, to 150 mg. A series 
of treatment usually lasted from three weeks to two months. 
The effect of a second series proved inconstant; in the course of 
a third series, the physicians noted, more frequently, resistance 
to hormones. On the whole, the more frequent and earlier effect 
was an improvement in general condition and a better appetite, 
even in patients in whom a slight fever persisted. Erythropoiesis 
was often stimulated, even without blood transfusions, and, in 
some patients, a slight polycythemia (5,200,000 and 5,800,000 
red blood cells) was noted. Because of their action on pruritus 
and cutaneous lesions, the authors think that cortisone and corti- 
cotropin are particularly indicated for the treatment of the 
cutaneous forms of Hodgkin's disease and lymphodermia. The 
lowering of the leukccyte count as well as the reduction of lym- 
phocytes and leukoblasts often cccurred slowly; a decrease in 
the number of eosinophils was particularly noticeable in Hodg- 
kin’s disease. Contrary to reports by other authors, the increase 
of platelets was less constant. Pain in the bones decreased rapidly 
and sometimes disappeared; moreover, autopsy revealed, in one 
patient with | is, a partial consolidation of 
vertebral lesions. “Marchal and his associates stressed the sensi- 
tizing effect of corticotropin and cortisone in radiotherapy. 

Untoward Effects.—Adrenal deficiency constituted one of the 
essential risks, and hypertension and acute pulmonary edema 
were noted in one patient. Cushing’s syndrome was frequently 
observed, especially in children with acute leukemia that was in 
full remission. In two patients wtih Hodgkin's disease, aphthae 
appeared on the jugal mucosa and the mucosa of the soft palate; 
in another patient, there was a relapse of a lung abscess. Hyper- 
activity and insomnia required the exercise of caution, but no 
mental disorders were observed. 


Medical Demography in France.—At a meeting of the “Ordre 
National des Médecins Frangais” Lacroix and Magnien pre- 
sented documents relating to medical demography, which were 
published in the bulletin of this association (no. 4, December, 
1951). The total number of physicians increased from 25,188 
in 1935 to 35,585 in January, 1951. The distribution of physi- 
cians is very unequal; it oscillates between | physician for 600 
inhabitants and | physician for 2,400. In regard to age, in 1949, 
3,492 physicians were under 30 years of age; 9,564 ranged be- 
tween 30 and 40; 7,300 between 40 and 50; 5,174 between 50 
and 60; 3,771 between 60 and 70; and 1,631 were over 70 years 
of age. Over half of the physicians who became eligible for re- 
tirement, at the age of 65, continued to practice. The World 
Health Organization considers | physician for 1,500 inhabitants 
as optimum. France still has a shortage of physicians. The num- 


FOREIGN LETTERS 1143 
ber of medical students increased from 17,078 in July, 1947, to 
19,373 in July, 1950. The authors believe that, within seven 
years, the number of physicians will increase by 12,000 and will 
reach 45,000 in 1958; at this period the optimum figure will be 
attained, and a plethora will occur. They think that measures 
ought to be taken to avoid this condition. The problem is a deli- 
cate one, and there are divergent opinions. The university, 
wedded to liberal principles concerning the recruiting of students, 
is against any modification. In a recent congress, students de- 
clared themselves to be against any system of competitive or 
eliminatory examination. On the other hand, there are some 
facts that, according to certain authors, might act on this even- 
tual plethora as a corrective measure. |. For the first time for 
scores of years, French demography shows an increase of popu- 
lation from 41,180,000 inhabitants in January, 1949, to 42,- 
130,000 in January, 1951. 2. It is impossible to foresee the eco- 
nomic development of France during the next 10 years and 
consequently to make an estimation of the number of physi- 
cians needed. 


SPAIN 


Housing for Physicians.—The National Department of Public 
Health, aided by the minister of the interior, recently provided 
physicians practicing in rural regions with houses. Every mu- 
nicipality donated the lots to be used in the project, and citizens 
contributed voluntarily a certain portion of the work. The rest 
of the labor as well as the construction material was given by 
civil governors, deputies of the provinces, and the minister of 
the interior. Administration of the houses is in the charge of 
provincial committees, which include the civil governor, the 
president of deputies, the head of public health, and the mayors 
of the municipalities. Physicians and general practitioners in 
the community are entitled to houses, provided that they ob- 
tained their positions by appointment. The houses have a sec- 
tion for medical purposes, containing two or three large rooms, 
and the family’s apartment, with five or six rooms. Every phy- 
sician pays a small rent, never to exceed an annual 2% of the 
costs of the house, which will be used in the upkeep and im- 
provement of the house. The furniture provided by the National 
Department of Public Health consists of an operating table, 
metal chairs, a bookcase, and the necessary surgical equipment. 
The municipalities provide dressings and drugs. More than 200 
of these houses are already functioning as medical centers. 


Marques de Urquijo Foundation.—The Committee of the Mar- 
ques de Urquijo Foundation was recently established with the 
Institute of Spanish Pharmacology. It aims to stimulate scien- 
tific research with a view toward making pharmaceutical and 
chemical industries national; they are not so now. It aims, also, 
to improve the actual pharmacologic techniques now used in 
Spain. The committee works in collaboration with the Consejo 
Superior de Investigaciones Cientificas. Drs. D. Benigno Lor- 
enzo Velazquez, professor of pharmacology of the Universidad 
Central, and José Pardo Urdapilleta were appointed president 
and vice-president, respectively, of the committee. Dr. Antonio 
Gallego, professor of pharmacology of the Faculty of Medicine 
of Cadiz was appointed director of the Instituto de Farmacologia. 


Medical Films.—The Asociacion Espanola de Cinematografia 
Médica was recently established. The inaugural meeting was pre- 
sided over by Dr. Jesus Garcia Orcoyen, professor of obstetrics 
and gynecology and dean of the Faculty of Medicine of the 
Universidad Central de Espana in Madrid. The association 
will produce medical and surgical films and will exchange 
films with medical film centers in foreign countries. Dr. Juan 
Fernan Pérez was appointed general secretary of the asso- 
ciation. The headquarters of the association are at the home of 
the general secretary: Fuencarral, No. 113, Madrid. Dr. Juan 
Fernan Pérez is also the founder of the Asociacion Espafola de 
Escritores Médicos (Association of Spanish Medical Writers), 
editor of the journal Vida Sana, and medical editor of the daily 
paper Madrid. 
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ORIGIN OF MY INTEREST IN 
VETERAN MEDICAL CARE 


To the Editor-—Because of my long and well-known interest in 
veteran medical care, I would like to describe the experience that 
caused the development of this interest. In 1930, when I was 
surgical consultant to the Veterans Administration at Nashville, 
Tenn., a veteran, a tenant farmer, had pain in the abdomen, 
nausea, and vomiting while working in the field. He went to 
the house and took salts, and later paregoric. He delayed calling 
his family physician until about 3 o'clock the following morning, 
then called Dr. L. F. Loggins of Charlotte, who responded 
promptiy and diagnosed the case as acute appendicitis. He ad- 
vised immediate hospitalization and operation. The veteran, 
who lived near Charlotte, about 40 miles from Nashville, had a 
wife and two children. He said that he was unable to pay the 
cost of hospitalization, that he had a right to free services in a 
veteran’s hospital, and that he would like to go to Veteran’s 
Hospital no. 88 at Memphis, some 240 miles from Nashville. 

Dr. Loggins advised against the delay and travel, but the vet- 
eran insisted on his right to free services. Dr. Loggins then ad- 
ministered morphine to the patient, and friends placed him in a 
car and brought him to Nashville to the District Office of the 
Veterans Administration. He waited until the doors were opened, 
at about 8:00 a. m. He made application for admission to a 
veteran's hospital. He presented the necessary papers to show 
(1) that he was a veteran, (2) that he had an honorable discharge 
from the United States Army, and (3) that he was unable to pay 
for the services he needed. 


It was then necessary to determine whether his condition re- 
quired hospitalization. He was referred to me, as surgical con- 
sultant, for this determination. I examined him and confirmed 
the diagnosis made by Dr. Loggins. It was obvious that the in- 
flammatory process was advancing rapidly and that it was dan- 
gerous to delay the operation and dangerous for him to travel 
the distance required for admission to a VA hospital. I pointed 
- out these dangers to the patient, and proposed to operate free 
of charge if he could arrange to pay the hospital bill. He de- 
clined this offer. I recommended immediate hospitalization. 

A vacant bed was then located in Hospital 88 at Memphis. 
The veteran was placed in a room in the Y. M. C. A. building to 
await the departure of the next train to Memphis, due to leave at 
11:00 p. m. A nurse was assigned to the case and supplied with 
medication to make the patient comfortable. The patient's wife 
and children could not afford the trip to Memphis. He was trans- 
ferred to the train by ambulance. Bedroom accommodations had 
been arranged for him and the nurse. He was met the following 
morning at the train by ambulance and was admitted to Vet- 
eran’s Hospital no. 88. He was operated on as soon as he could 
be made ready, but by that time a spreading peritonitis had de- 
veloped. It was necessary to insert a drain and later also to 
drain other abscesses that formed during his stay in the hospital. 

He was finally dismissed from the hospital as a partially dis- 
abled veteran. He had an incisional hernia and abdominal ad- 
hesions. That experience caused me to think about the dangers 
and inadequacies of such a program of government medicine for 
veterans who are unable to pay for these services. 

The following facts seemed to stand out as indisputable: 

1. The crippled state of Veteran Brown on his arrival home, 
as well as the dangers to life he underwent, were due entirely 
to delay, a delay that is unavoidable in such a system of medical 
care. If he had been admitted to a hospital on his arrival in Nash- 
ville and operated on promptly, he would probably have re- 
turned to his family in about one week, without permanent dis- 
ability, able to return to his work in about two more weeks. 

2. The hospital and surgical services this veteran needed were 
available and accessible to him in civilian hospitals in Nashville. 

3. The difficulty of Veteran Brown was purely financial—he 
could not pay for the services he needed. The existence of a 


J.A.M.A., March 29, 1952 


CORRESPONDENCE 


financial mechanism by which the services he needed could be 
financed in a civilian hospital would have solved his problem 
completely and would also solve the problem of all other vet- 
erans in similar circumstances. 

On the basis of such facts, I gathered together all available in- 
formation on the subject of medical and hospital service inmsur- 
ance and prepayment plans. The more I studied the plans the 
more apparent it became that a medical and a hospital insurance 
program would fit the needs of such veterans and, at the same 
time, save large sums of tax money. I then wrote a resolution on 
the subject and presented it to the House of Delegates of the 
American Medical Association in Philadelphia in 1931. It was 
adopted by the House (see minutes of the House of Delegates, 
1931). I did this at the risk of losing my job as surgical consultant. 

The developments that followed this action of the House made 
an interesting chapter in American medicine. The resolution re- 
ceived favorable publicity and led to conferences on this subject 
between leaders in the American Legion and the American Medi- 
cal Association. In a few days, Watson B. Miller, then chairman 
of the rehabilitation committee of the American Legion, called 
Dr. Olin West, then Secretary-Manager of the A. M. A., and re- 
quested a conference on the subject between representatives of 
the two organizations. The first conference was held in the head- 
quarters of the American Legion in Indianapolis, between the 
rehabilitation committee of the American Legion and the fol- 
lowing representatives of the American Medical Association: Dr. 
E. B. Heckle, Chairman of the Board of Trustees, the late Dr. 
Ben Wright of Minneapolis, the late Dr. W. C. Woodward, and 
myself. This is according to the recollection of Dr. West and 
myself. In the course of this conference, it became apparent to 
leaders in the American Legion that such a program of govern- 
ment medical care for acute cases was not suited to the needs of 
veterans, scattered as they are over the country. 


It was Mr. Edward Hayes, a member of the rehabilitation com- 
mittee and, later, national commander of the American Legion, 
who volunteered information to the effect that the American 
Legion did not sponsor the amendment to the World War Vet- 
eran’s Act, which brought about the creation of that system of 
medical care for acute non-service-connected cases. He also 
contributed information showing that this amendment was spon- 
sored by persons concerned with the administration of these 
VA hospitals for the particular purpose of filling the empty 
beds then existing and of thus preventing any of the hospitals 
from being closed. 

As a result of numerous conferences, agreements were reached 
between representatives of the American Medical Association, 
the American Legion, and the Veterans Administration to the 
effect that: 


1. Such a government system of general hospitals for acute 
cases was not suited to their needs. 

2. The maintenance of a government system of hospitals 
for the care of service-connected cases, tuberculosis cases, mental 
cases, and certain types of chronic cases was necessary, and 
the A. M. A. would not oppose the establishment of such 
hospitals. 

3. The American Legion would not sponsor the creation 
of any more general medical and surgical hospitals, and the 
A. M. A. would not press for the enactment of the legislation 
proposed in the resolution. 

These agreements were not written and were not published. 
They were what may be called “gentlemen's agreements.” They 
were kept until after World War II. A review of the construction 
of new general medical and surgical and special hospitals in the 
period 1931 to 1945 will confirm the statement that the agree- 
ments were kept. It is interesting to note that the same motive 
that led to the creation of the original amendment is now operat- 
ing to preserve and expand the same system. 


H. H. SHoutpers, M.D. 
Nashville, Tenn. 
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PINCH GRAFT 

To the Editoer——We would like to call attenfer t th con- 
tinued use of the “pinch graft’ m modern surgery. Ths graft 
was first used m the pre-Listeriam days and. ike many other 
medical traditions. has comtinuwed to surviwe. Ever m madera 
Surgery it ss still accepted much as if was im the davs of Reverdin 
and Thrersch. It not mfrequentiy menfiomed as am 
techmsque im modern textbooks of surgery. 

it was employed m the past because of the case wath winch 
it could be taken and applied. with a far percentage of survival 
im conmtamimated recipient fields. The comer area left res 
ably scarred. This ss unfortumate not only because of the commence 
unsightiimess but also because the domor areas are offer m 2 
portion of the body that s most des:rable for use m later defim- 
tive recomstructive surgery. 

In of the pemch graft. the surgeom may remove sheet 
of skim and. if absolutely mecessary. cut it mio small patches to 
achseve further cowerage. Thess gives the pinch graft effect om tte 
recipeemt area. whach ss admittedly poor but sometimes 
m desperate cases: however. the domor area & not desroved. i 
may be reemploved as 2 domor area and does mot leave the un- 
sightly checkerboard cxcatnmx or “alligator <iim” Ip the coil 
light of modern surgery we feel that the pinch graft archon 
and canmmot be justifiably emplowed. This graft should be 


Bacce C_ WD 


SIMMONDS OR GLINSAIS DISEASE 


To the Editor-—In credit w those who have afer- 
thon to a relatiom between postpartum hemorrhage and mecross 
of the anterior lobe of the pituttary gland and the climcal 
drome that may follow. the work of Glimski should mot be over- 
looked. has pubisshed three papers om pituitary 
(Przegl. lek. 4:13 (Jam. 4] 1913: Now. 25-275 [Maw-Sept | 
1913: Alin. therap. Weitnschr. 2709. 769 16. 
30] 1913) and was probably the firs to 
causal relatonsiup betecen ths comdinerm amd atoms of the 
uterus. hemorrhage. and collapse at childbuth He ako drew 
attention to certaim specific amu with 
anterior pituitary damage. such as ureguiar mensruahen. com- 
plete amenorrhea. chamges m the sccomdary <ct 
loss of libido. and atrophy of the <x glamids. 

He stated that the antemor lobe of the pitwtary gland bezan 
to enlarge at the fifth month of pregmanmcy and reached 2 maw- 
mum during iabor and up to the fourth week of the pucrpenum. 
The color of the antertor lobe durmmg pregmamcy was pale. al 
most white. compared with tie sormal reddish-brown coler. 
and was due to 2 damimnhed blood supply. He also stated thar 
the mecrotic lesioms were dwe to vascular thrombous cf the 
arteries supplying the amfermor lobe. 

Glmmskrs papers are avaslable at the Army Medical Library. 
Washington. D. C_. and m order to make hrs work beter 
I annotated hes papers recently (Bric. J. [April 


Department of Climcail 
The Londoew 

20 Devonshrre Place. London. W_!- 


LYSOZYME AND ULCERATIVE COLITS 

To the Editor—The editorial ~“Lyzozyme and Ulccranve Coii- 
tis.” published im Tue Jounnar. Feb. 73_ rewewed 
climscal and expermmental evademce Casing doubt on the chwlow- 
cal significance of Iwsozyme im thes disease and suggesting the de- 
of further research on protiem. 

The writer of the editorial will be mierested the 
tioms of Moeller. Marshall. amd Kirsmer (Lysozyme Producto 
im Response to Injury of Gastromfestinal Tract m Degs. Prom. 
Soc. Exper. Biol. & 76-159_ 1951) that 
zyme & produced in moderately large amounts bv the gestrou- 
testmal tract of dogs swhected chromx with 
methacholine (mecholyi"). Cautery of the rectum m dogs re- 
sulted im the lecal production of larg: amounts of 
within five to sx howrs affer myury: the comcenirafems of 
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were thos usually encowmered m pa- 
ments wath severe colts. The raped production of 
am bowel suggests that & 
am cariy of the reaction and that 
its geeseme 2 mefiectom ratther than cause of wllocrative ali- 
More react Go be pobishod m Gawroentcrology) 
hase than the prolomesd exposure of the colon of 
to of Gd mot alter the ap- 
pearamce of the howe! of The foregoimg 
would that dhe role of im uloera- 
nee is am hot superficial facet of this 


B. M_D. 
of Medhome, Unwersity of Chicago 
37. 
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m MS) and on poochese from 
United Worl? Films. 25 Pack New York 29. 

Tie acto of om posture om standing 
amd is 2 model. As the 
mode] dacs and photography are 
shown through action of biceps, 
2nd related The poston. atiachment. and fumc- 
mom of muscles to amd wre . Basacal- 
bs thes to teach two pomople of physiological 
ms the of Prowps among mus- 
cles: the otther the mature of the actiwity concemed 
m Tie and are satsfactery, 
fut the posture and gat ame and detract from the value 
of the The pace of the fi & extremely slow. Therefore, 
wale at amy level. 


The mm. black and white. sound, showme time 
Word Rims. Pook Avene, New York 29. 

fumomoms om the and movement 
of the rods ave showm. As mode! moves body parts. 
sad awe weed 10 demon- 
strate mum pasts. types of jounts 
wrest Tie tim s acowate, although not a 
commis of whe skeleton. It elementary and 
dow The cum be commended for the clear way 
somme of the hack ave shown. The photog- 
rapis amd sucvamem and, part, 
would ihe ese and semor high 
school amd m college Classes 2s am overvecw of this 
Lie of em Life 

Ti Burcaw of the Admmxtration 
bas preqared 2 of 4000 films oowenmng a wade 
of suityccts of those Comoernsd with the many 
aspects of The fils ae acoordime to subject 
facades. as care, Goscases: prevenbon 
amé weet. maternity care. and recre- 
amd Followmmg the of cach fim, the runnimg 
date of type of film (sound of silent, color of 
black amd amd 2 cf coments are given. A 
dGrectory of sowoss & Ths s not a of recom- 
or therefore. there are mo cvaluabons: 
however. it will be 2 oseted meferemce tool to those who to 
what flex ae avaliable om thes subpect. The compiler 
states that the to supplemem ths 
wit a of diem that been reverwod and evaluated by 
of the Cognes are from the Federal 


abandoned The oom... lack and sound. showime time 
jJoe~x C_ Tassce. WD 
3” E. State & 
Columbus 13>. 
dens Buarcam D. C 
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SYMPOSIUM ON PLASMA VOLUME EXPANDERS IN 
TREATMENT OF SHOCK: 
Volemic Substances for Replacement of Blood. J. L. Bollman, R. C, 
Knutson and J. S. Lundy.—p. 718. 
Tissue Changes Following Use of Plasma Substitutes. F. W. Hartman. 


—p. 728. 

*Present Status of Plasma Volume Expanders in Treatment of Shock. 
. L. Bloom.—p. 739. 

Pg Clinical Results in Surgery. W. McK. Craig, H. K. Gray and 
J. S. Lundy.—p. 742. 

Subcostosternal (Morgagni) Diaphragmatic Hernia: Report of Case of 
Hernia Containing Stomach, Transverse Colon, and Omentum, with 
Review of Literature. H. C. Sa!ltzstein, L. M. Linkner and S. R. Schein- 
berg.—p. 750. 

Surgical of Massive Hemorrhage from Peptic Ulcer. 
F. Glenn and C. S. Harrison.—p. 766. 

End-Resuits of Rehabilitation of War Wounds of Hand. D. R. Freni 

and R. Warren.—p. 774. 

Asncté-Chisri Malformation. L. I. Malis, I. Cohen and S. W. Gross. 
—p. 783. 

Anatomic Studies on Sympathetic Nervous System. R. M. Brooker. 


—p. 799. 

*Production of Experimental Cretinism in Dogs by Administration of 
Radioactive lodine. C. A. Smith, H. A. Oberhelman Jr., E. H. Storer 
and others.—p. 807. 

Direct Measurement of Intravascular Pressure in Components of Circle 
of Willis. B. M. Bioor, G. L. Odom and B. Woodhall.—p. 821. 

Tecopherols in Treatment of Primary Fibrositis, Inciuding Dupuytren’s 
Contracture, Periarthritis of Shoulders, and Peyronie’s Disease. C. LeR. 
Steinberg.—p. 824. 

Use of Skeletal Traction for Mass Treatment of Compound Fractures: 
Summary of Experiences with 4,290 Cases During World War II. 
M. R. Urist and T. B. Quigley.—p. 834. 

Experimental Osteogenesis in Rabbit Muscle. J. Hartley and S. S. Tanz. 
—p. R45. 

Pilondal Cysts and Sinuses: Statistical Review. L. T. Palumbo, O. M. 
Larimore and I. A. Katz.—p. 852. 

Modified Hoke Traction Apparatus. E. G. Edwards.—p. 858. 


Plasma Volume Expanders in Treatment of Shock. 
points out that most of the substances previously used for plasma 
volume expansion resulted in storage of the material in the 
body or in functional impairment of one or more organs. Al- 
though glycogen appeared capable of remaining in the blood 
stream, maintaining the vascular volume, and eventually being 
excreted or metabolized, the structural relationship of dextran 
to glycogen and the ease with which dextran could be produced 
turned attention to this substance. During the last two and one- 
half years the author watched for signs of functional impairment 
following the injection of partially hydrolyzed dextran and 
determined the degree and duration of plasma volume expansion 
and the fate of the injected material. Hematccrit, plasma protein, 
and dye techniques indicated a 10 to 15% increase in plasma 
volume after injection of 500 cc. of dextran and a 15 to 20% 
increase after injection of 1,000 cc. The mean plasma level of 
dextran is approximately 726 mg. per 100 cc. after the injection 
cf 500 cc. of a 6% solution. The level slowly falls and 96 hours 
after injection is approximately 88 mg. Most of the urinary 
excretion of dextran occurs in the first 48 hours, during which 
42% of the injected material is excreted. The fate of the remain- 
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ing material is being studied. The 50 patients involved in these 
studies had various disorders, including infections, cardiovascular 
diseases, gastrointestinal disturbances, neurological disease, 
anxiety, neoplasia, and arthritis. No untoward reactions or 
functional impairment was observed. The value of dextran in 
expanding plasma volume was substantiated in 52 patients who 
were in shock as a result of blood loss and trauma. Forty-four 
of these responded to dextran administration, five patients had 
a temporary response, and three had no response. 


Cretinism Produced in Dogs by Radioactive lodine.—Smith and 
asscciates observed the complete destruction of the thyroid with 
subsequent development of cretinism in new-born puppies fol- 
lowing the administration of radioactive iodine (I'*'). The ['*! 
was given to pregnant bitches near term or to pups at varying 
intervals after delivery. The mother was permitted to nurse and 
care for the young, and an attempt was made to preserve 50% 
of the litter as a control. There were, of course, no controls for 
the pups that received I'*! in utero. From time to time the total 
serum lipid, protein, glucose, and calcium levels were deter- 
mined. Thyroid function was estimated by determination of the 
cenversion ratio of free to protein bound iodine. Cretinism in 
dogs is characterized by impairment of growth and skeletal de- 
velopment, obesity, lethargy, coarse, dry skin and hair, and, 
occasionaly, protuberant tongue. Cretin dogs have hyperlipemia 
and hypercholesteremia, and conversion of free to protein bound 
iodine is depressed. Asscciated endocrine changes are the im- 
maturity of the gonads and increase in size of the pituitary. 
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82:671-788 (Dec.) 1951 


Management of Diverticulitis Coli. H. L. Albright and F. C. Leonard. 
—p. 674. 

Card.ac Arrest During Surgery. M. Corft.—p. 683. 

Agenesis of Vermiform Appendix. D. C. Collins.—p. 689. 

Effect of Variation in Length of Decompression Tube upon Bowel Wall: 
Clinical and Laboratory Study. M. O. Cantor, E. Acker, A. Scharf and 
K. Foster.—p. 697. 

Acute Cholecystitis: Study of 140 Cases. H. R. Freund.—p. 703. 

Rectal Sarcoma and Anorectal Malignant Melanoma. H. C. Bacon and 
M. C. Tavenner.—p. 7 

Rationale of Prostatectomy. M. B. Wesson.—p. 714. 

Further Studies of Rate of Healing of Human Skin Measured by Electrical 
Wound Potential of Experimental Abrasions. T. C. Barnes, J. Karasic 
and M. D. Amoroso.—p. 720. 

*Splenorenal Shunt for Portal Hypertension: 
Approach. C. R. Lam.—p. 727. 


Thoracico-Abdominal 


Splenorenal Shunt for Portal Hypertension.—A rational and ef- 
fective treatment of portal hypertension became available when 
Blakemore and Lord showed that functioning shunts could be 
made between this high pressure system and the low pressure 
vena cava. Ascites and dangerous bleeding from esophageal 
varicés that may accompany hepatic cirrhosis are usually re- 
lieved when a satisfactory anastomosis is established. The two 
kinds of shunts originally suggested were the end-to-end spleno- 
renal shunt with sacrifice of the left kidney and the end-to-side 
portacaval shunt. Lam points out that in many cases of portal 
hypertension it appears desirable to remove the large spleen, 
which automatically reduces the portal flow, and at the same 
time to form a shunt with the stump of the splenic vein. Even 
though the shunt will be smaller than the side-to-side portacaval 
shunt, with more danger of thrombosis, an operation can be done 
on the right side if the desired result is not obtained on the left. 
Lam describes, with illustrations, a technique of splenectomy 
and splenorenal shunt designed to save the left kidney by utiliz- 
ing an end-to-side rather than an end-to-end anastomosis of the 
splenic to the renal vein. This operation, as well as the porta- 
caval anastomosis on the right side, is facilitated by use of a 
thoracicoabdominal approach. The value of the operation is il- 
lustrated by a case report in which splenectomy and splenorenal 
shunt were carried out in a patient with bleeding esophageal 
varices from portal hypertension. Postoperatively the bleeding 
stopped and liver function improved. 
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2:1009-1096 (Dec.) 1951 


Disturbances in Potassium Metabolism. T. S. Danowski.—p. 1009. 

Relapsing Nodular Panniculitis (Weber-Christian Disease), L. C. Koch. 
—p. 1013. 

Management of Chronic Ulcerative Colitis, E. D. Kiefer and E. J. 
Donovan.—p. 1019 

Lower Nephron Nephrosis. R. P. Lyon.—p. 1023. 

Functional Disorders in Gynecologic Practice: Clinical Study of 303 Cases. 
B. V. MacFadyen.—p. 1028. 

Treatment of Myocardial Infarction. J. J. Sampson.—p. 1031. 

Management of Urinary Tract in Obstetrics. S. S. Baird.—p. 1038. 

Clinical Evaluation of Benadryl in Parkinsonism. N. A. Bercel.—p. 1042, 

Diet in Antepartum Care. A. P. Hudgins.—p. 1047. 

Dietetic Aspects of Cardiovascular Diseases. A. M. Lefkovits.—p. 1052. 

*Posterior Perforation of Interventricular Septum Following Myocardial 
Infarction: Report of One Case Treated with Intra-Arterial Transfusion. 
J. J. Gable Jr. and R. S. Bryan.—p. 1057. 


Perforation of Interventricular Septum Following Myocardial 
Infarction.—In the patient described here, the perforation of the 
interventricular septum was diagnosed ante mortem. The 
symptoms were typical of acute myocardial infarction with signs 
of a defect of the interventricular septum. In these cases cyanosis 
is rarely seen, because there is no right to left shunt in acquired 
defects. A harsh, systolic murmur, usually with an accompany- 
ing thrill, appears suddenly in the fourth or fifth intercostal 
spaces to the left of the sternum following myocardial infarction. 
This is followed shortly by shock, and if the patient lives long 
enough, right axis deviation and eventually right heart failure 
develop. In the reported case an intra-arterial blood transfusion 
was given because it was feared that intravenous transfusion 
might cause further heart failure. The possibility of increasing 
the coronary circulation was an added incentive. Following the 
intra-arterial transfusion a palpable radial pulse returned, 
sweating ceased, and the extremities became warm. There was 
no cardiac embarrassment during or after the transfusion. How- 
ever, after seven hours the patient again lapsed into shock and 
died three days later. Necropsy disclosed in the interventricular 
septum, near the base of the heart, an area of old hemorrhage 
and necrosis, 2.5 cm. in diameter. Lower in the septum was an 
area of marked pallor of the myocardium. A jagged 5 cm. defect 
was present in the interventricular septum posteriorly, with free 
communication between the chambers of the right and left ven- 
tricles. With intra-arterial transfusion, the delivery of blood into 
the aorta perfuses the coronary vessels, relieves myocardial 
ischemia, and places the heart rapidly in a state in which it can 
pump the infused blood to other areas; the arterial filling rapidly 
, extends to vital medullary centers; and the blood pressure is 
| rapidly restored. 
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Tuberculous Mother: 5 to 20 Year Follow-up of 149 Women with 401 
Full-Term Pregnancies. J. D. Cohen, E. A. Patton and T. L. Badger. 
1 


Tuberculosis in Anthracosilicosis. P. A. Theodos and B. Gordon.—p. 24. 
Experimental Tuberculosis: III. Further Observations on Effects of Alter- 
ation of Pulmonary Arterial Circulation on Tuberculosis in Monkeys. 
B. J. Olson, H. W. Scott Jr., C. R. Hanlon and C. F. T. Mattern. 


—p. 48. 
In Vivo Observations on Effect of Cortisone or Experimental Tuber- 
culosis, Using Rabbit Ear Chamber Technique. R. H. Ebert.—p. 64. 
Comparison of Growth and Autolysis of Two Strains of Tubercle Bacilli. 
A. Marshak and W. B. Schaefer.—p. 75. 
Monaldi Procedure: Report of 30 Cases. W. O. Kelley and D. V. Pecora. 
83. 


Linear Basal Atelectasis Following Therapeutic Phrenic Nerve Interrup- 
tion. R. P. Jahn and J. K. Olinger.—p. 88. 


65:1-50 (Jan. [Part I1}) 1952 


*Tuberculosis Among Diabetics; Philadelphia Survey. K. R. Boucot, D. A. 
Cooper, E. S. Dillon and others.—p. 1. 


Tuberculosis Among Diabetics.—Photofluorograms revealed 
that 261 of 3,106 Philadelphia diabetics had tuberculosis, a prev- 
alence of 8.4%. This was twice as high as the prevalence of 
tuberculosis in a group of apparently healthy industrial workers 
adjusted for age, race and sex. Of the 3,106 diabetic patients, 
430 were less than 40, 2,653 were over 40, and the age of 23 
was unknown. The prevalence of tuberculosis was 5.3% in dia- 
betics less than 40 years old, compared with 1.7% for those over 
’ 40. Patients younger than 40 with diabetes of less than 10 years 
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duration, had a tuberculosis prevalence of 5%, while it was 
17% in those who had had diabetes for more than 10 years. The 
prevalence of tuberculosis was not related to duration of diabetes 
in persons over 40. The situation was similar when active tuber- 
culosis only was considered. The prevalence of active tuberculo- 
sis increased from approximately 1.5% for those who received 
no insulin, or less than 40 units, to 5.3% for those who received 
more than 40 units each day. This is strong evidence in support 
of the thesis that diabetes predisposes to tuberculosis. As in 
nondiabetics, the prevalence of tuberculosis was twice as high 
among those below standard weight as among those above 
standard weight. This effect was independent of age, severity, 
and impression of activity. Since accepted diabetic treatment 
emphasizes the desirability of reducing the weight of diabetic 
patients to or slightly below average, it seems worth-while to 
emphasize the increased prevalence of tuberculosis in the dia- 
betics below standard weight. Of the 261 tuberculous diabetics 
in this survey, 165 (63.2%) had minimal lesions. In the non- 
diabetic comparison group 74% of the lesions were minimal. 
Although the prevalence of minimal tuberculosis was not very 
different in these two groups, significantly more diabetics (31%) 
had active tuberculosis, regardless of the stage as contrasted with 
11% in the comparison group. Not only is tuberculosis more 
frequent in diabetics but it is also likely to be more advanced, 
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17:1101-1190 (Dec.) 1951 


Volvulus of Sigmoid Colon, with Report of ‘goa Cases. O. W. Clayton, 
S. J. Campbell and R. F. Guthrie.—p. 110 

Low Back Problem. P. W. Shannon and S. . Terhune.—p. 1106. 

Prostatectomy by the General Surgeon: Report of 86 Cases of Retropubic 
Prostatectomy. R. D. Kirk and L. C. Feemster.—p. 1113. 

*Irradiation Dermatitis of Hands. M. L. Mason.—p. 1121. 

Chronic Hyperthyroidism. T. C. Davison.—p. 1132. 

Skin Grafting in Treatment of Extensive Pilonidal Disease and Anal 
Fistula. A. C. Williams.—p. 1137 

Small Intestinal Obstruction Due to Endometriosis. oe E. Clark.—p. 1145. 

Recent Studies on Obesity. A. T. Miller Jr.—p. 1155 

Abdominal Tumors—Urologic Perspective. M. M. Coplan, F. M. Woods 
and P. D. Melvin.—p. 1160. 

Clinical Behavior of Jejunal Diverticula. C. D. Hershey and G. B. Carver, 
—p. 1168. 


Irradiation Dermatitis of Hands.—According to Mason, irradi- 
ation injuries are a considerable proportion of the conditions 
for which plastic surgery is required. The hands are involved in, 
from 30 to 60% of the cases of irradiation dermatitis. A large! 
preportion of the patients are doctors, dentists, and radiation 
technicians. They usually have been treated for some chronic, 
usually recurring, skin disorder such as eczema, ringworm, 
pscriasis, Or occupational dermatitis, or some indefinite un- 
diagnosed dermatosis. Possibly if these patients remained under 
the care of the same dermatologist, no harm would follow. 
However, the very nature of their condition involves recurrences 
and another physician may be consulted who has no knowledge 
of the previous therapy or, if he knows of it, has no knowledge 
of the dosage given. This is especially serious in the case of the 
hand, the skin of which is not only highly sensitive to x-rays 
and radium, but is also exposed to irradiation from heat and 
sunlight. When irradiation has been employed to destroy a 
malignant tumor, the tumor may be replaced by a dermatitis, 
which itself may be malignant. In other instances nonmalignant 
tumor masses, such as warts, moles, nevi or angiomas have been 
treated by irradiation. Injuries also have been known to result 
from x-ray treatment of infection and during search for foreign 
bodies or reduction of fractures. In young children in whom an 
epiphysis has been exposed to rays, deformity has been known 
to result. Frequently repeated irradiations, with small exposures 
over a prolonged period, are more likely to lead to carcinoma 
than more intensive exposure. The treatment of chronic irradia- 
tion dermatitis on the hand, as on other parts of the body, is 
excision of the damaged skin. The occurrence of malignant 
growth alters somewhat the nature of the surgery, although un- 
less there has been great delay in treatment, amputations may 
be kept at a minimum. Since treatment is difficult and often un- 
satisfactory, prevention is important. The use of x-rays in chronic 
recurring types of skin disease is illogical, since few of these 
diseases are cured by the irradiation, while tumors and infections 
of the hands are better treated by means other than irradiation. 
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Electrocardiographic Studies During Endotracheal Intubation: IV. 


ffects During Cyclopropane or Cyclopropane-Ether Anesthesia and 
Intravenous Procaine Amide. N. S. Peters, W. Newman and C, L. 
Burstein.—p. 673. 

Trichlorethylene in Obstetrical Analgesia and Anaesthesia. R. A. Gordon 
and M. V. Morton.—p. 680. 

Use of Hyaluronidase with Topical Anesthesia for Endotracheal Intu- 
bation. W. S. Howland and E. M. Papper.—p. 688 

Role 7: Sema Anesthesia in Management of Eclampsia. P. C. Lund. 

Motor Sateen Continuous Spinal Anesthesia with the Jerzy Glass ‘“‘In- 
jectomat.”” V. L. deCiutiis and F. E. Fierro.—p. 708. 

*Severe Neurologic Complications Following Spinal Anesthesia: Report of 
Six Cases. R. P. Bergner, E. Roseman, H. Johnson and W. R. Smith. 

Treatment of Massive Hemorrhage in Obstetric Cases by Transfusion and 
Norepinephrine. B. E. Cappe and I. M. Pallin.—p. 728. 

Problems of Anesthesia in Thoracic Surgery. C. H. Guild.—p. 733. 

Consideration of Anesthesia During Carinal Resection. J. B. Friedmann 
and E. Emma.—p. 740. 

Organization of Obstetric Anesthesia on Twenty-Four Hour Basis in 
Large and Small Hospital. R. A. Hingson and L. M. Hellman.—p. 745, 

Mytolon Chloride: New Agent for Producing Muscular Relaxation: 
Preliminary Report. J. G. Arrowood.—p. 753. 
Some Observations on Anoxia. B. G. B. Lucas.—p. 762. 


Severe Neurologic Complications Following Spinal Anesthesia. 
—Bergner and associates present six cases in which similar 
severe neurological complications developed after spinal anesthe- 
sia. The complications were radiculitis, cauda equina syndrome, 
ascending myelitis, adhesive arachnoiditis, bulbar involvement, 
and evidence of meningoencephalitis. Death occurred in four 
cases from 24 to 139 days after the anesthesia. Two patients are 
still surviving 9 and 13 months after the onset of the neurological 
symptoms. The inierval between administration of the spinal 
anesthetic and the first evidence of spinal cord or radicular in- 
volvement was less than 24 hours in three cases, 2 days in one, 
18 days in another and, indefinite, but less than 80 days in the 
sixth case. The spinal anesthesias responsible for these complti- 
cations had been given over a period of six months, four of them 
within 22 days. Four of the complications occurred on the 
surgical service; two cases appeared on the obstetric service. The 
two services are separated and each has its own personnel, 
equipment, and drugs. Three of the surgical patients received 
tetracaine (pontocaine®*) while “heavy dibucaine” (nupercaine*) 
was used by the obstetricians. One surgical patient received two 
tetracaine anesthesias and one of “heavy dibucaine.” Treatment 
of the complications seemed to have no effect except possibly to 
prolong life. The authors feel that the anesthetic solutions were 
contaminated. Since such contamination cannot be detected or 
prevented with precautions available at present, spinal anesthesia 
should be reserved for those patients who present definite contra- 
indications to any other form of anesthesia. 


Arizona Medicine, Phoenix 


8:1-92 (Dec.) 1951 


*Indications for Surgical Therapy in Epilepsy. J. R. Green.—p. 21. 
Saddie Block Anesthesia in Obstetrics. P. S. Causey, W. A. Reed and 
J. L. Ford.—p. 27. 
Infantile Cortical Hyperostosis: Report a oo Cases. H. C. Thompson, 
D. Cochran and H. D. Welsh.—p. 3 
Gallbladder Surgery at St. Joseph's anes Statistical and Comparative 
Review. D. C. James.—p. 35. 


Surgical Therapy in Epilepsy.—The indications for surgical 
intervention in epilepsy must be strict, and include the following 
considerations: Accurate diagnosis by clinical and laboratory 
methods must localize the origin of the seizure pattern to a 
single area of surgically accessible cerebral cortex, and indicate 
an epileptogenic lesion in this zone. Symptomatic seizures that 
are secondary to expanding intracranial pathology, i. e., tumors, 
abscesses, and hematomas, necessitate immediate neurosurgical 
intervention. Focal epilepsy that is secondary to chronic pathol- 
ogy, i. €., Meningocortical scars, microgyria, and porencephalia, 
should be managed satisfactorily with drugs in approximately 
75% of the cases. Surgical treatment is indicated in patients of 
this group if intensive conservative treatment fails, and if some 
degree of social and economic rehabilitation can be expected if 
the seizures are stopped. The results of surgical treatment of 
focal epilepsy are satisfactory in approximately 50% of patients 
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selected by these criteria. A follow-up of at least five years is 
required in all patients subjected to cortical excision for focal 
epilepsy before the final results can be evaluated. Three patients 
in whom satisfactory results were obtained with surgical treat- 
ment are reported; a benign neoplasm was removed surgically 
in one; anterior temporal lobectomy was performed in the 
second patient with focal epilepsy of psychomotor type (tem- 
peral lobe epilepsy); in the third patient with a common form 
cf focal motor (Jacksonian) epilepsy, local cortical excision was 
employed. 


Bacteriological Reviews, Baltimore 


15:183-288 (Dec.) 1951 


Metabolic Patterns in Photosynthetic Bacteria. H. Gest.—p. 183. 
Terminal Respiratory Patterns in Microorganisms. S. J. Ajl.—p. 211. 
The L Forms of Bacteria. L. Dienes and H. J. Weinberger.—p. 245. 


Bulletin of Johns Hopkins Hospital, Baltimore 
$9:419-486 (Dec.) 1951 


Observations on Some Possible Precursors of Essential Hypertension and 
Coronary Artery Disease. C. B. Thomas.—p. 419. 

Rhombencephalic Convulsive Activity. J. W. Markham, K. M. Browne, 
H. C. Johnson and A. E. Walker.—p. 442. 

Structure of Nucleolus as Revealed by Electron Microscope: Preliminary 
Report. E. Borysko and F. B. Bang.—p. 468. 


Cancer, New York 


4:1159-1390 (Nov.) 1951. Partial Index 


Psychological Mechanisms in Patients with Cancer. H. C. Shands, J. E. 
Finesinger, $§. Cobb and R. D. Abrams.—p. 1159. 

Bronchogenic Carcinoma: Report Comparing Three Consecutive Series of 
100 Cases Each. W. E. Bloomer and G. E. Lindskog.—p. 1171. 

*Testosterone Therapy of Metastatic Adenocarcinoma of Thyroid with 
Remission: Case Report. H. M. Lemon, I. S. Ravin, J. F. Ross and 
others.—p. 1176. 

*Carcinoma of Thymus of Granulomatous Type: Clinical and Pathological 
Study. E. Lowenhaupt and R. Brown.—p. 3. 

Study of Incidence and Histogenesis of Endocervical Metapiasia and 
Intraepithelial Carcinoma: Observations on 400 Uteri Removed for 
Noncervical Disease. L. Howard Jr., C. C. Erickson and L. D. Stod- 
dard.—p. 1210. 

Malignant Neoplastic Disease in South African Bantu. J. Higginson. 
—p. 1224. 

Pathology and Growth Behavior of Experimental Tumors Induced by 
Certain Petroleum Products. D. A. Sunderland, W. E. Smith and 
K. Sugiura.—p. 1232. 

Determination of Stilbamidine and 2-Hydroxystilbamidine Deposited in 
Parenchymatous Organs and Tumors. I. Snapper, F. Lieben, E. Green- 
span and B. Schneid.—p. 1246. 

Cellular Dynamics in Intestinal Mucosa: Quantitative Measurements of 
Effects of Nitrogen Mustard and Irradiation on Cellujar Division and 
Differentiation. B. Webber, B. R. Craig and N. B. Friedman.—p. 1250. 

Incidence of Transplanted Rat Fibrosarcoma Relative to Age of Host. 

B. Loefer and N. G. Gilles.—p. 1259. 

Radical Excision of Chest Wall for Mammary Cancer. J. A. Urban. 
—p. 1263. 

Cystosarcoma Phyllodes of Breast: Malignant and Benign Tumor. Clinico- 
pathological Study of 77 Cases. N. Treves and D. A. Sunderland. 
—p. 1286. 

Use of Radioactive Cobalt in Nonresectable Head and Neck Cancer. 
A. G. James, R. D. Williams and J. L. Morton.—p. 1333. 

Effects of Intra-Arterial Administration of Nitrogen Mustard. J. R. 
Barberio, C. T. Klopp, W. W. Ayres and H. A. Gross.—p. 1341. 

Abdominopelvic Lymph-Node Dissection in Cancer of Rectum and Distal 
Colon. M. R. Deddish.—p. 1364. 


Testosterone for Metastatic Adenocarcinoma of Thyroid.—A 
woman, aged 53, with metastases in the long bones, pelvis, 
dorsolumbar and cervical spine, and skull from progressive 
generalized adenocarcinoma of the thyroid was given 100 mg. 
of testosterone propionate intramuscularly three times weekly 
for nine months. Within four or five days of the start of testo- 
sterone treatment there was dramatic subjective improvement in 
back pain, appetite, and mood. The patient gained 13 Ib. (5.9 
kg.) within the first month. After three months of progressive 
improvement she was able to do all the light and heavy house- 
work necessary in a five room apartment. The most noteworthy 
change in results of laboratory studies was the sharp increase of 
serum alkaline phosphatase paralleling the rapid subjective re- 
lief. This culminated in a rapid recalcification of most of the 
osteolytic areas, including those in the skull not previously sub- 
jected to irradiation. The remission has now lasted nine months. 
None of the metastases could be shown to accumulate significant 
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amounts of I'*!, even when stimulated by thyrotropic hormone. 
The origin of the disease from a malignant, undifferentiated 
thyroid adenoma appears established because of the cytological 
similarities shown by tumor present in bone biopsies before and 
after therapy, by the presence of metastatic acini containing 
eosinophilic material resembling colloid in some areas before 
therapy, and by the failure of any other primary site of origin 
to become manifest in the nine years the patient has been ob- 
served. These metastases were resistant to external radiation 
therapy. The rapid relief of pain and disability within a matter 
of weeks after institution of testosterone propionate therapy, 
with simultaneous rapid calcification of the majority of both 
irradiated and nonirradiated lesions, suggests further trial of 
this agent in the palliation of thyroid cancer not responding to 
surgical or irradiation therapy. 


Granulomatous Carcinoma of the Thymus.—Granulomatous 
carcinoma of the thymus is reported in 4 men and 5 women 
between the ages of 19 and 30. The average age of the men was 
22 years and of the women 26 years. This cancer occurs in 
young adults and first appears as a superior anterior mediastinal 
mass. It extends anteriorly through the chest wall superiorly to 
supraclavicular areas, and later to cervical tissues and by retro- 
grade lymphatic permeation to form large retroperitoneal 
masses. Remote metastatic involvement was minor compared 
to the extent of the local process. The tumor was excised in 
three patients, and biopsies were made in the remaining cases. 
The microscopic picture led to confusion with Hodgkin’s dis- 
ease, but distinct features indicated the epithelial nature of the 
tumor. Of the three patients operated on, two are alive 16 and 
20 months after the surgical intervention. Therapy apparently 
arrested the disease in these two and in another who was alive 
18 months after irradiation therapy. Complete surgical resection 
may be effective early in the disease. Roentgen ray therapy may 
in some cases produce permanent arrest in the treated area. A 
therapeutic trial with doses of 5,000 to 6,000 r in 40 to 45 days 
is presently planned if permanent arrest is being considered. 
Three of the tumors were treated with nitrogen mustard, and 
two with triethylene melamine without any notable effect. 


Circulation, New York 
4:797-960 (Dec.) 1951 


Interarterial Coronary Anastomoses in Human Heart, with Particular 
Reference to Anemia and Relative Cardiac Anoxia. P. M. Zoll, S. 
Wessier and M. J. Schlesinger.—p. 797. 

*Chronic Cardiac Compression (Chronic Constrictive Pericarditis): Critical 
Study of 61 Operated Cases with Follow-Up. J. R. Chambliss, E. J. 
Jaruszewski, B. L. Brofman and others.—p. 816. 

*Rheumatic Fever and Rheumatic Heart Disease: 20 Year Report on 1,000 
Patients Foilowed Since Childhood. E. F. Bland and T. D. Jones. 
—p. 836. 

Clinical Experiences with 4-Hydroxycoumarin Anticoagulant No. 63 and 
Antagonistic Eifect of Menadione and Vitamin K:. H. H. Hanson, 
N. W. Barker and F. D. Mann.—p. 844, 

*Pharmacologic Action of Thevetoidin, Cardioactive Substance Obtained 
from Mexican Species of Thevetia. R. Méndez, E. Sodi-Pallares and 
A. Nava.—p. 854. 

Dissection of Atrioventricular Node, Bundle and Bundle Branches in 

uman Heart. J. Widran and M. Lev.—p. 863. 

Distribution of Body Fluids in Congestive Heart Failure: III. Exchanges 
in Patients During Diuresis. R. D. Squires, A. P. Crosley Jr. and 
J. R. Elkinton.—p. 868. 

Venous System of Myocardium with Special ew to Conduction 
System. R. C. Truex and M. J. Schwartz.—p. 

In Vitro Studies of Coronary Arteries of Man and Swine as Demon- 
strated by New Technic, Ang ) graphy. D. J. Smith, 
J. T. Syverton and J. W. Coxe. Ba 890, 

Principles of Low Fat Diet. E. A. Hildreth, D. M. Hildreth and S. M. 
Mellinkoff.—p. 899. 

Circulation Time Determinations from Right Ventricle. R. F. Ziegler. 


Focal Necrotizing Myocarditis Without Interstitial Infiltration. M. G. 
Brown, R. Fienberg and D. Holzman.—p. 999. 

Circulatory Failure in Metastatic Carcinoma of Lung: Physiologic and 
Pathologic Study of Its Pathogenesis. O. Storstein.—p. 913. 

Cardiac Asthma. T. A. Lombardo and T, R. Harrison. alt 920. 


Chronic Cardiac Compression (Chronic Constrictive Pericar- 
ditis)—This report is based on 61 cases of surgically treated 
chronic cardiac compression (chronic constrictive pericarditis). 
Chronic cardiac compression results when a contracting peri- 
cardial scar encroaches on the diastolic filling and the systolic 
emptying of the heart, thereby reducing output. Usually the en- 
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tire pericardium is converted into a compressing, nondistensible 
sac. Occasionally a localized fibrous band constricts the inflow or 
outflow tract of either ventricle. Although chronic adherent peri- 
carditis is found at about 2% of all necropsies, chronic cardiac 
compression is rare. It is essentially a disease of young men; 
in this series 48 of 61 patients were men and the average age 
of the patients was 31.7 years. Dyspnea, ascites, edema, and 
orthopnea were the commonest symptoms. The typical physical 
findings were venous distention, decreased precordial activity, 
distant heart sounds, pleural fluid or thickened pleura, an en- 
larged liver, and ascites and/or edema. The electrocardiographic 
findings were low voltage and primary T-wave changes. Nearly 
one-third of the cases had arrhythmia. Broad, notched P waves 
were found in 42.6% of the cases. Roentgenologic studies 
showed diminished cardiac pulsations. The hearts were of normal 
size or slightly smaller. Pleural thickening and/or fluid were 
demonstrated in 84.5%, and pericardial calcification in 46%. 
In the patients with edema 21.4% had less than 5 gm. of total 
serum proteins per 100 cc. and 37% had less than 3 gm. of serum 
albumin per 100 cc. Circulatory studies showed elevated venous 
pressure, slight tachycardia, slight decrease in pulse pressure, de- 
creased vital capacity, prolonged circulation time, decreased 
stroke volume, increased blood volume, and normal or a slightly 
less than normal basal metabolic rate. Paracenteses were per- 
formed preoperatively, and diuretics were given freely. The peri- 
cardium was split from base to apex and removed anteriorly and 
laterally. Eleven patients died while hospitalized. Of the 50 pa- 
tients who were discharged from the hospital, 44 obtained satis- 
factory results (38 excellent and 6 improved). The majority of 
patients were able to return to full activity. The outcome was less 
favorable in those patients who were cyanotic preoperatively or 
who had a preoperative diagnosis of tuberculosis. In more than 
half of the patients no etiologic agent could be demonstrated. 
Tuberculosis was the cause of the compressive scar in 16 patients. 
Although 10 patients had a past history of rheumatic fever, in 
only one could this be considered as a possible etiologic agent, 
and even then the rheumatic fever may have been coincidental. 


Rheumatic Fever and Rheumatic Heart Disease.—This study 
of 1,000 children and adolescents hospitalized for rheumatic 
fever between 1921 and 1931 was made to define the course of 
rheumatic fever, to elucidate the evolution of rheumatic heart 
disease, and to appraise the prognosis. Of these 1,000 patients, 
653 had signs of rheumatic heart disease on recovery from the 
initial illness, but after 20 years the signs of heart disease had 
disappeared in 108 (16%). The remaining 347 patients recovered 
from their initial illness without detectable heart disease, but 
after 20 years 154 (44%) had acquired signs of valvular disease. 
During the first 10 years 202 died, and by the end of the second 
10 years 301 had died. Rheumatic fever and congestive heart 
failure accounted for 80% of the fatalities, and bacterial endo- 
carditis for an additional 10%. A greatly enlarged heart or con- 
gestive failure early in the disease exacted the highest toll, with 
an 80% mortality in 20 years. Pericarditis, subcutaneous nodules, 
and acute arthritis occupied intermediate positions, with 63%, 
37%, and 27% mortality rates, respectively, in two decades. In 
contrast, chorea was associated with a benign form of the dis- 
ease (12% mortality). Approximately one in five patients had 
recurrences of rheumatic fever or chorea during the first five 
years, one in 10 during the next five years, one in 20 during the 
third five year interval, and still fewer in the final five year 
period. A pure form of mitral stenosis evolved in 117 patients, 
but evidence of serious pulmonary hypertension (acute pulmo- 
nary edema) appeared in only 12. It is encouraging that three out 
of four of the 699 survivors had little or no limitation. 


“Thevetoidin,” a Cardioactive Substance.—Several species of 
the genus Thevetia exist in Mexico. One of these, Thevetia nerii- 
folia, was investigated as early as 1863, and four cardioactive 
substances have been obtained from it. Méndez and associates 
are studying Thevetia gaumeri. They describe a method of ex- 
traction that yielded a moderately hygroscopic white crystalline 
substance for which they proposed the name of “thevetoidin.” 
The pharmacologic effect of “thevetoidin” on the heart is de- 
scribed in this report. They demonstrated the digitalis-like 
action of “thevetoidin” in the isolated frog heart, in the anesthe- 
tized dog, and in the failing heart of the heart-lung preparation. 
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“Thevetoidin” is approximately 1/20 as potent as ouabain. Its 
complete effect is exerted within about 10 minutes after its ad- 
ministration and disappears in approximately one hour. Its vagal 
action is more rapid and intense than that of any cardiac glyco- 
sides studied up to the present time. The clinical dose was 
deduced by comparing the effects of “thevetoidin” with those of 
ouabain on the failing heart-lung preparation. It was impossible 
to decide on a dose by comparison of toxicity in frogs or in cats, 
since the toxicity was about 200 times less than that of ouabain 
in the frog and about 25 times less in the cat. In view of the 
results obtained, it was decided to begin a clinical investigation 
with doses of 5 to 10 mg. The dose of 10 mg. was found to be 
correct, as may be seen in a clinical study of “thevetoidin” by 
Chavez and associates that demonstrated its possible use in cer- 
tain cardiac disorders. It is emphasized that the heart-lung prep- 
aration can be used for the study of the therapeutic activity of 
digitalis-like substances with rapid action. 


Diseases of Chest, Chicago 
21:1-122 (Jan.) 1952 


*Combined Intermittent Regimens in Treatment of Non-Miliary Pulmonary 
Tuberculosis: Comparison of Streptomycin Every Third Day and Para 
Aminosalicylic Acid Daily with Streptomycin Every Third Day and 
Para Aminosalicylic Acid Every Third Day. F. J. Hughes, R. E. 
Mardis, W. E. Dye and C. W. Tempel.—p. 1. 

Empyema Complicating Closed Intrapleural Pneumonolysis and Artificial 
Pheumothorax. D. Salkin and I. T. Gadzikowski.—p. 17. 

Place of Pulmonary Resection in Treatment of Tuberculosis. R. H. Over- 
holt, N. J. Wilson and L. J. Gehrig.—p. 32. 

Inhalation Cortisone Therapy in Bronchial Asthma. A. A. Doerner, C. F. 
Naegele, F. D. Regan and W. Weingarten.—p. 51. 

*Primary Atypical Pneumonia: Analysis of 123 Cases; Report of One 
Fatality; Review of 14 Cases Treated with Aureomycin. S. Finkel and 
B. H. Sullivan Jr.—p. 55. 

Primary Anterolateral Thoracoplasty: Preliminary Report. J. F. Pou. 


Surgical Pathology of Pulmonary Tuberculosis: Mechanism of Cavity 
Healing as Seen with Streptomycin Therapy. G. Silverman, R. Klop- 
stock and G. Gibbons.—p. &6. 

Chest Surveys of Aged. E. G. Beacham and S. H. Macht.—p. 102. 

Arteriovenous Fistu'a of Lung and Associated Hemangioma of Vertebra: 
Case Report. J. W. Nixon and J. F. Perry.—p. 108. 


Combined Intermittent Treatment Schedules in Pulmonary 
Tuberculosis.—Two groups of patients with moderate or far ad- 
vanced nonmiliary pulmonary tuberculosis were studied. The 95 
patients in One group were treated with | or 2 gm. of strepto- 
mycin intramuscularly every third day and 12 gm. of p-amino- 
salicylic acid daily by mouth for 120 days, while the 103 pa- 
tients in the other group were given streptomycin every third 
day and p-aminosalicylic acid every third day for 120 days. 
Six-months follow-up study was completed on 81 patients of the 
first group and 54 of the second. Both groups were compared 
in regard to age, sex, race, extent of disease, pathological type, 
roentgenographic findings, and clinical status at the start of 
therapy. Results of treatment showed that clinical response 
was approximately equivalent for the two combined intermittent 
treatment schedules after 120 days of drug treatment. Further 
improvement occurred during the follow-up period in both 
groups, but was slightly greater in those treated with strepto- 
mycin every third day and p-aminosalicylic acid daily. Pro- 
nounced improvement was shown on roentgenograms during 
120 days of treatment and six months after treatment with both 
treatment schedules. The condition did not become worse during 
the 120 days of treatment. Only 20.5% and 26.2%, respectively, 
of patients with cavities obtained apparent closure of cavities 
during treatment, but 60 and 66.7% obtained closure of cavities 
during the six months follow-up period, largely due to addi- 
tional operative procedures. On the two treatment schedules 
66.3% and 69.9% of the patients had negative sputum after 
120 days of treatment. The proportion remained approximately 
the same at the six month evaluation. None of the patients 
treated with streptomycin every third day and p-aminosalicylic 
acid daily for 120 days yielded tubercle bacilli resistant to either 
drug. Of the 31 patients treated with both drugs every third 
day from whom positive cultures were obtained after 120 days 
of treatment, 9 (29%), or 8.7% of the total of 103 patients, 
yielded organisms resistant to streptomycin. Bacterial resistance 
did not appear in these nine patients until they had received an 
average of 106 days of drug therapy. Combined intermittent 
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therapy employing streptomycin every third day and p-amino- 
salicylic acid daily is the treatment schedule of choice when 
drug therapy is indicated for nonmiliary pulmonary tuberculosis 
for periods up to four months. The second form of combined 
intermittent therapy employing both drugs every third day has 
the disadvantage that bacterial resistance to streptomycin is 
observed in a small percentage of cases, but patients may be 
benefited by it who are unable to take p-aminosalicylic acid for 
long periods. This method gives better results than use of either 
streptomycin or p-aminosalicylic acid alone for 120 days. 


Primary Atypical Pneumonia.—Primary atypical pneumonia in 
123 patients between 17 and 27 who were admitted to an Army 
general hospital is reported. This disease ts seen in the Army 
usually during the first few months of a recruit’s service. The 
clinical picture starts with cough, and later the patients may 
have fever, chills, headache, anorexia, chest pain, and occa- 
sicnally hemoptysis. Commoner in the authors’ patients than 
in others was some change in the character of the breath sounds, 
which became impaired, harsh or increased in intensity with 
no one specific character predominating. Elevated temperature 
of from 101 to 103 F occurred in almost all cases. The com- 
monest experience was a rise of one to two degrees following 
admission and then a fall to normal by lysis. Many patients may 
not be acutely ill, although roentgenographic findings may be 
pronounced, usually clearing in three to four weeks. Mortality 
due to primary atypical pneumonia is low; of the 123 patients, 
1 obese patient died. Necropsy revealed hypoplastic aorta, hypo- 
plasia of the lymphoid elements of the spleen, hypoplasia of 
the chromaffin tissue of one adrenal, and pulmonary findings 
compatible with primary atypical pneumonia. Of the 123 pa- 
tients, 87 (71%) were treated with 50,000 units of penicillin 
every three hours during the entire febrile stage. Temperatures 
returned to normal in 5 to 10 days. Fourteen more seriously 
ill patients were treated with aureomycin. The average daily 
dose of the drug was 1.6 gm. in divided doses. Temperatures 
returned to normal in 18 to 60 hours, accompanied by pro- 
nounced symptomatic improvement. Clearing of the roent- 
genographic findings was accelerated and hospitalization was 
shertened. Of the 14 patients treated with aureomycin, 2 had 
relapses 10 days and 2 weeks, respectively, following discon- 
tinuation of treatment with aureomycin; both patients recovered 
on symptomatic treatment. Cold agglutinin titers were deter- 
mined in 8 of the 14 patients, and in 5 the titers were 1:40 or 
higher. 


Georgia Medical Association Journal, Atlanta 
49:501-560 (Dec.) 1951 


Contributions of Present Day Psychiatry to Role of the Medical Prac- 
titioner. R. Chalmers.—p. 505. 
Treatment of Rheumatic Fever and Its Complications. J. A. Redfearn. 
509. 


Hawaii Medical Journal, Honolulu 
11:65-128 (Nov.-Dec.) 1951 


Accidental Poisoning in Children with Spectial Reference to Kerosene 
Poisoning. L. T. Chun.—p. 83. 

Some Common Arrhythmias and Their Treatment with Lanatoside C 
(Cedilanid). F. B. Schultz.—p. 88. 

Epidemic of Conjunctivitis in Hawaii. W. J. Holmes.—p. 94. 


Illinois Medical Journal, Chicago 
101:1-84 (Jan.) 1952 


Diagnosis of Congenital Cardiovascular Anomalies Non-Cyanotic Group. 
S. Gibson.—p. 15 

Surgical Aspects of Non-Cyanotic Congenital Heart Disease. W. J. Potts. 
—p. 18. 


The Celiac Syndrome. J. A. Bigler.—p. 21. 

Common Complaints in Gynecology and Obstetrics. W. C. Scrivner. 
—p. 28. 

Roentgenology in Obstetrical Problems. F. Blonek.—p. 30. 

Voluntary Health Insurance—Success or Failure? H. K. Scatliff.—p. 33. 

Geriatric Dermatoses: Survey of Skin of the Aged. S. J. Zakon, A. L. 
Goldberg and I. Forman.—p. 37. : 

New Tongue-Holding Airway. L. Lieberman and L. Holzman.—p. 39. 

Vaginal Bleeding Secondary to Renal Malignancy. W. C. Meyer and 
R. H. Conley.—p. 41. 

Phiegmasia Cerulea Dolans. S. W. Raymond.—p. 46. 

Severe Reaction to Indigo-Carmine. G. §, Schwerin.—p. 48. 
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44:1145-1256 (Dec.) 1951 
Retrolental Fibroplasia and Anoxia. C. J. Rudolph and E. M. Sirlin. 
1161. 


*Acute Cyanide Poisoning: Recovery with Sodium Thiosulfate Therapy. 
M. H. Miller and T. C. Toops.—p. 1164. 

Survey of Hysterectomies. F. C. Donaldson and F. W. Peyton.—p. 1165. 

Observations on Uses’ and Dangers of Cation Exchange Resins. M. M. 
Best.—p. 1168 


Modern Developments in Surgical Treatment of Peptic Ulcer. U. G. 
Dailey.—p. 1170. 


Recovery in Acute Cyanide Poisoning.—lIt is not often that a 
patient who has ingested cyanide is seen early enough to be 
aided, but on occasion prompt administration of the specific 
antidote has resulted in recovery. Miller and Toops report a 
case of attempted suicide in which more than 6 gm. of potas- 
sium cyanide was taken. This amount is approximately 25 times 
the average adult fatal dose. Within three minutes the patient 
was unconscious and in convulsion; within 10 minutes no pulse 
or blood pressure was obtainable and the patient was cyanotic. 
The treatment, instituted after 10 minutes, consisted of four 
ampules of amyl nitrite by inspiration, immediate gastric lavage, 
50 ml. of sodium thiosulfate given intravenously (with 50 ml. 
more given 20 minutes later), and supportive care in the form 
of oxygen and nikethamide. The patient made a rapid recovery. 
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ACTH and Cortisone in Ocular Disease. G. R. Nachod.—p. 453. 

Cancer Problem: Correlation of Investigational Data. M. E. Sano.—p. 456. 
*Dysfunctional Uterine Bleeding. S. E. Sykes.—p. 460. 

Recent Advances in Dermatology. C. C. Thomas.—p. 464. 

Cystic Fibrosis of Pancreas: Case Report. B. Brooks.—p. 468. 
Moniliasis: Side Effect of Antibiotic Therapy. E. D. Kyhos.—p. 470. 


Dysfunctional Uterine Bleeding.—— The term dysfunctional 
uterine bleeding is chiefly applied to endocrinopathic bleeding 
rather than to bleeding that results from tumor or inflammation. 
This type of bleeding is seen chiefly at the extremes of the 
menstrual life. The author analyzes the cases of dysfunctional 
uterine bleeding from the ward service of Woman’s Medical 
College Hospital in the 10 year period 1940-1950. There were 
100 patients with the diagnosis of dysfunctional bleeding dis- 
charged one or more times from the service, and 45 of these 
were included in this study. Treatment of dysfunctional uterine 
bleeding is based on the age of the patient and the type of patho- 
logical change encountered in the endometrium. In this series the 
persistent estrin phase endometrium was the most common 
cause of dysfunctional uterine bleeding in all age groups. Irregu- 
lar maturation rather than hyperplasia is the second most com- 
mon cause of dysfunctional uterine bleeding in adults. The 
modern therapy for dysfunctional uterine bleeding consists of 
hormone therapy during puberty, curettage plus hormone 
therapy in the childbearing age, and repeated curettage or 
hysterectomy during the menopausal age. 


Journal of Applied Physiolozy, Washington, D. C. 
4:403-496 (Dec.) 1951. Partial Index 


Air-Flow Patterns and Pulmonary Ventilation During Manual Art/ficial 
Respiration on Apneic Normal Adults. Il. A. S. Gordon, J. E. Affeldt, 
M. Sadove and others.—p. 408. 

Energy Expenditure of Operations During Manual Artificial Respiration. 
V. A. S. Gordon, F. Raymon, M. S. Sadove and H. Wedell.—p. 439. 

Pulmonary Ventilation in Manual Artificial Respiration. P. V. Karpovich, 
C. J. Hale and T. L. Bailey.—p. 458. 

Mechanics of Breathing in Relation to Manual Methods of Artificial 
Respiration. J. L. Whittenberger, J. E. Affeldt, W. T. Goodale and 
S. J. Sarnoff.—p. 476. 

*Comparison of Methods for Performing Manual Artificial Respiration on 
Apneic Patients. R. G. Nims, E. H. Conner, S. Y. Botelho and J. H. 
Comroe Jr.—p. 486. 


Manual Artificial Respiration for Apneic Patients.—In many 
instances in which artificial respiration is required, manual 
methods are either the only methods available or the only 
techniques that may be applied immediately. Manual methods 
are those that can be carried out without the assistance of addi- 
tional material or equipment. For example, the Eve (gravity, 
tilting) method is not a manual method when a stretcher, door, 
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or shutter and fulcrum are required, but is a manual method 
if the patient is light enough to be tilted back and forth in the 
operator’s arms. The manual method for artificial respiration 
most widely employed in this country is the Schafer prone- 
pressure technique, but this method has deficiencies. There has 
been renewed interest in the Silvester and the Nielsen or arm- 
lift and back-pressure methods, and in the newer hip-lift and 
hip-roll techniques. Their own experience has convinced Nims 
and co-workers that the hip-lift back-pressure method is the 
most effective and should be used whenever the operator is 
strong and the patient is light, or when artificial respiration is 
needed for only a few minutes. The Nielsen method, though 
less effective than the hip-raising procedures, was superior to 
the Schafer method. It probably represents the most practical 
method for producing adequate pulmonary ventilation in in- 
dividuals in need of artificial respiration for long periods. It 
should be used with a full arm lift at a rate of 15 per minute 
or more. No one method of manual artificial respiration is ideal 
for all situations. Both the hip-lifting techniques and Nielsen 
precedures should be learned by persons who often encounter 
apneic patients. 


Journal Clin. Endocrinology, Springfield, Ill. 
11:1411-1642 (Dec.) 1951 


Seminal Fructose Concentration as Index of Androgenic Activity in Man. 
R. L. Landau and R. Loughead.—p. 1411. 

Beta-Glucuronidase Studies in Women: V. Menstrual Cycle and Serum 
Beta-Glucuronidase Activity in Estrogen-Treated Postmenopausal Sub- 
jects. W. H. Fishman, S. C. Kasdon, C. D. Bonner and others. 
—p. 1425, 

Occurrence and Significance of Leydig Cell Proliferation in Familial 
Adrenal Cortical Hyperplasia. B. H. Landing and E. Gold.—p. 1436. 
Failure of Water Diuresis in Addison Disease. J. Reforzo-Membrives 

and O. M. Repetto.—p. 1454. 
*Changes in Circulating Leucocytes Following Electrically Induced Con- 
vulsions in Man. B. F. Graham and R. A. Cleghorn.—p. 1469. 

Growth and Histologic Changes of Human Thyroidal Tumors Trans- 
planted into Anterior Chamber of Eyes of Guinea Pigs. B. M. Dobyns 
and B. Lennon.—p. 1481. 

*Use of Thyrotropic Hormone (TSH) in Diagnosis of Myxedema. W. H. 
Perloff, L. M. Levy and A. Despopoulos.—p. 1495. 

Radioiodine Tracer Studies in Thiocyanate Myxedema. C. M. Blackburn, 
F. R. Keating Jr. and S. F. Haines.—p. 1503. 

Changes in Blood lodine Fractions and Radioactivity Under Therapy. 
W. T. Salter, M. de Visscher, G. B. McAdams and I. Rosenblum. 
—p. 1512. 

Evaluation of Conversion of Radioactive Inorganic Iodine to Protein- 
Bound Iodine as Diagnostic Aid in Thyroid Dysfunction. W. N. Harsha. 


—p. 1524. 

Hiirthle Cell Tumors of Thyroid Gland: Report on 2£ Cases. V. E. 
Chesky, W. C. Dreese and C. A. Hellwig.—p. 1535. 

Somnolent Metabolic Rate (SMR) as Aid in Differential Diagnosis of 
Thyroid Dysfunction. R. L. Rapport, G. M. Curtis and S. J. Simcox. 

Chronic Thyrotoxic * iene Report of Case. E. L. Quinn and R. L. 
Worcester.—p. 1564 


Leukocytes and Electroconvulsive Therapy.—The neutrophils, 
lymphocytes, and eosinophils were counted before, and at one, 
two, four and six hours after 57 electroconvulsive treatments 
in 15 patients. There was an increase in neutrophils and a de- 
crease in lymphocytes and eosinophils similar to those noted 
following injections of corticotropin (ACTH). Studies on nine 
patients during 19 electroconvulsive treatments not preceded by 
intravenous injections of sodium amytal revealed that the afore- 
mentioned changes were greater when sodium amytal was not 
used. The question is raised as to the extent to which activation 
of the adrenal cortex is due to the excessive muscular activity 
and hypoxemia accompanying the convulsion, or, more directly, 
to the electrical stimulation of the head. Studies by other workers 
indicate that leukocytosis and lymphocytosis occur within a few 
minutes of the convulsion; and patients with “petit mal” 
responses are reported to exhibit the later lymphocytopenia 
without the earlier leukocytosis and lymphocytosis. These ob- 
servations suggest the greater importance of the electrical stimu- 
lation in activation of the adrenal cortex. 


Thyrotropic Hormone in Diagnosis of Myxedema.—Until re- 
cently the diagnosis of pituitary myxedema has depended on 
the association of hypothyroidism with adrenocortical insuffi- 
ciency and very low or absent urinary follicle-stimulating hor- 
mone (FSH) levels. However, the observation that primary 
thyroid myxedema may be accompanied by evidence of adreno- 
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cortical insufficiency and low or absent urinary follicle-stimulat- 
ing hormone made the validity of this concept doubtful. With 
pure thyroid-stimulating hormone, the ability of thyroid tissue 
to respond to pituitary stimulation may be tested specifically. 
This test is based on two premises: first, that primary myxedema 
is due to failure of the thyroid gland, which cannot be stimulated 
to function normally; second, that pituitary myxedema is due 
to failure of the pituitary gland to stimulate the thyroid gland, 
which is, however, potentially capable of being stimulated. Per- 
loff and associates describe their experience with the thyroid- 
stimulating hormone in a series of patients with myxedema. 
They found that patients with pituitary myxedema had a more 
nearly normal level of thyroid function than those with thyroid 
myxedema, as evidenced by the higher radioactive iodine (I'*') 
uptakes and basal metabolic rate and the lower serum cholesterol 
values. Administration of thyrotropic hormone in conjunction 
with a 24-hour radioiodine tracer test proved an accurate method 
of distinguishing pituitary myxedema from primary thyroid 
myxedema. Euthyroid individuals showed a mean increase of 
20.8% over baseline values. Primary hypothyroid patients main- 
tained a radioiodine accumulation (7.6%) similar to their low 
control values (6.1%). Pituitary hypothyroid patients showed 
a mean increase of 32.2%, their mean poststimulation value 
(45.4%) being almost identical with that of the euthyroid group 
(44.4%). The thyroid-stimulating hormone test was reproducible 
in two patients with pituitary myxedema; | gr. (60 mg.) of 
desiccated thyroid daily did not alter the results. 


Journal of Experimental Medicine, New York 
94:455-574 (Dec.) 1951 


Studies on Entry and Egress of Poliomyelitic Infection: IV. Atraumatic 
Oral Entry: Distribution of Lesions and Virus During Incubation 
Period: With Notes on Asymptomatic Poliomyelitis. H. K. Faber, 
R. J. Silverberg and L. Dong.—p. 455. 

*Epidemic of Paralytic Poliomyelitis Characterized by Dual Infections 
with Poliomyelitis and Coxsackie Viruses. J. L. Melnick, A. S. Kap- 
lan, E. Zabin and others.—p. 471. 

*Occurrence of Leucocyte-Platelet Thrombosis in Rheumatic Carditis. 
C. A. Stetson Jr.—p. 493. 

Influence of Cortisone on Primate Malaria. L. H. Schmidt and W. L. 
Squires.—p. 501. 

Studies on Cellular Immunology of Acute Bacteriemia: I. Intravascular 
Leucocytic Reaction and Surface Phagocytosis. W. B. Wood Jr., 
M. R. Smith, W. D. Perry, and J. W. Berry.—p. 521. 

Intracelluar Localization of Acid Phosphatase: Comparative Study of 
Biochemical and Histochemical Methods. G. E. Palade.—p. 535. 
The in Vitro Preparation and Histochemical Properties of _Substances 

Resembling Ceroid. W. G. B. Casselman.—p. £49. 


Poliomyelitis and Coxsackie Viruses in Paralytic Poliomyelitis. 
—Coxsackie viruses have been isolated in poliomyelitis, aseptic 
meningitis, epidemic myalgia or pleurodynia (Bornholm dis- 
ease), and herpangina. This paper is concerned with an epidemic 
of poliomyelitis characterized by a high ratio of paralytic to 
nonparalytic cases, by a high proportion of fatal cases, and by 
the isolation of both poliomyelitic and Coxsackie viruses from 
more than half of the patients studied during the acute stage of 
the disease. Classification of the 28 strains of Coxsackie virus 
revealed that 24 belonged to one antigenic type, Easton-2 (re- 
lated to Albany type 1 virus). Patients from whom Coxsackie 
virus was isolated showed a rise to the Easton-2 or homologous 
type antibody. Two patients with paralytic poliomyelitis were 
studied for the quantitative development of antibodies to the 
poliomyelitis virus and to the Coxsackie virus found in their 
stools. Using the neutralization test in monkeys and in newborn 
mice, a simultaneous rise in antibodies to both agents was ob- 
served. Poliomyelitis virus or Coxsackie virus may produce in- 
fection in man, with a specific antibody response. Furthermore 
both agents may be carried in the intestines, without causing 
any serious illness, and both can be found in flies and in sew- 
age. There has been no evidence that these two viruses are re- 
lated. When both viruses are found in a patient, it is not possible 
to say to what extent each is responsible for the disease. 


Leukocyte-Thrombocyte Thrombosis in Rheumatic Carditis.— 


In previous studies on the mechanism of tissue damage by bac- 
terial endotoxins and by antigen-antibody interactions in vivo, 
the author found that the characteristic hemorrhagic and ne- 
crotic cutaneous lesions that occur during the Arthus and 
Shwartzman phenomena are the result of thrombosis or occlu- 
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sion of capillaries and small veins with masses of leukocytes 
and thrombocytes. It was thought that a similar mechanism 
might operate in the pathogenesis of certain human diseases. 
Consequently diseased tissue from 46 patients who died during 
the course of rheumatic fever or other acute and chronic diseases 
was examined for the presence of leukocyte-thrombocyte 
thrombi and cardiac tissues were examined microscopically for 
evidence of rheumatic carditis, the presence or absence of the 
typical Aschoff body being the sole diagnostic criterion. The 
results indicate that leukocyte-thrombocyte thrombosis of capil- 
laries and small veins is a prominent feature of active rheumatic 
carditis. These vascular lesions and Aschoff bodies were con- 
sistently found in the hearts of patients dying during the course 
of rheumatic fever. It is suggested that the cellular thrombi 
may play a role in the pathogenesis of rheumatic carditis. 


Journal of Investigative Dermatology, Baltimore 
17:303-368 (Dec.) 1951 


*Treatment of Lupus Erythematosus with Vitamin Bs: Preliminary Report 
of 4 Cases. S. Goldblatt.—p. 303. 

Amino Acid Requirements of Microsporum Fulvum. S. A. M. Johnson 
and N. Y. Grimm.—p. 305. 

Studies on Thorium X Applied to Human Skin: I. Routes and Degree of 
Penetration and Sites of Deposition of Thorium X Applied in Selected 
Vehicles. V. H. Witten, MS. Ross, E. Oshry and A. B. Hyman. 
—p. 311. 

Studies of Dermatophytes in Culture Media Containing 2,3,5-Triphenyl- 
tetrazolium Chloride. O. Canizares and H. Shatin.—p. 323. 

Leprosy and Sarcoid: Kveim Test in Leprosy Patients and Contacts. 
H. W. Wade.—p. 337. 

Cutaneous Lesions of Allergic Granulomatosis: Histopathologic Study. 
L. Strauss, J. Churg and F. G. Zak.—p. 349. 


Vitamin B,. in Lupus Erythematosus.—The changes that oc- 
curred in three men with chronic, discoid lesions and one woman 
with severe, disseminated, subacute lupus erythematosus fol- 
lowing administration of vitamin Bw, were of such a nature and 
occurred rapidly enough to suggest that this agent might be 
effective in this disease. The vitamin B, was injected intra- 
muscularly in doses of 15 #g. once a week for a total of eight 
injections in the first patient and three times a week in the 
woman with the subacute form. It seems that larger doses of 
vitamin B,. than were used in these patients would probably 
be even more effective in combating the various manifestations 
of lupus erythematosus. The painlessness of the intramuscular 
injections, comparatively low cost, and lack of toxicity will favor 
the use of vitamin B... However, further investigation and ob- 
servation will be required before any conclusion as to its actual 
effectiveness may be drawn. 


Journal of Nervous and Mental Disease, New York 
114:377-470 (Nov.) 1951 


Nonconvulsive Electrostimulation and Pituitary-Adrenocortical System. 
R. H. Taylor, M. Gross and I. J. Ruby.—p. 377 
Homeostatic Studies in Patients with So-Called Psychosomatic Disease 
(Peptic Ulcer). C. Rupp, H. E. Riggs, R. S. Boles and P. S. Shore. 
384. 


Carbonic Anhydrase as Factor in Organization of Central Nervous 
System. W. Ashby.—p. 391. 

— Between Psychoses and Visceral Crises. C. W. Olsen. 

on. in Nervous Tissues and Study of Living Organisms in Mental 
Disease. J. W. Papez and J. F. Bateman.—p. 

Performance of Complex Visual Tasks After Cerebral Lesions. H.-L. 
Teuber, W. S. Battersby and M. B. Bender.—p. 413 

Pulsatile Activity of Cells from Human Brain in Tissue Culture. C. M. 
Pomerat.—p. 430 

Thought Process as Related to Brain Metabolism in Certain Abnormal 
Conditions. H. E. Himwich.—p. 450. 

Cortical Components of Akinetic Mutism. J. M. Nielsen.—p. 459. 


Changes in Nervous Tissues in Mental Disease. 
Bateman studied more than 70 biopsies taken from the pre- 
frontal cortex of patients with dementia praecox (schizophrenia). 
They found that abnormal changes in cytochemical processes 
in nerve cells occur in dementia praecox. The metabolic dis- 
turbances caused by inclusion bodies are exhibited prominently 
by the nucleus and cytoplasm. An early stage involves the pres- 
ence of inclusion bodies in the cytoplasm, with increase of 
desoxyribonucleic acids in the nucleus. This continues into a 
stage in which the nucleus becomes inflated with a great quantity 
of nuclear sap. The cytoplasm is stretched, and impoverished 
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in Nissl substance. Naked nuclei occur in profusion when the 
cytoplasm breaks away from the nucleus. These are the out- 
standing changes in dementia praecox. Pyknosis is another 
change affecting fewer cells, usually those closer to the surface 
of the cortex. The linin reticulum of the nucleus develops into 
a dense network (possibly histone) gradually excluding the 
nuclear sap, until the nucleus becomes homogenous and 
shrunken. The cytoplasm shrinks and loses its capacity for re- 
pair, but retains its cytochrome and probably its respiratory 
capacity. Collagen-like changes in some cases affect the pyknotic 
nuclei. This substance oozes out into the cytoplasm as droplets. 
The glia and vascular tissues also show an increase of collagen. 
The neurofibrils in the nerve cells are congealed or destroyed 
in the region of the cytoplasm occupied by inclusion bodies. 
The axons of the radial bundles show distortions of caliber. 
Gliosis, another feature of abnormal metabolism, is shown by 
growth of sclerosing fibers around astroglia cells in the cortex, 
and by proliferation of oligoglia nuclei and sclerosing fibers in 
the white matter. Proliferation of mesoglia and microglia nuclei 
around blood vessels is a common feature. The presence of a 
pleomorphic organism is common to all these changes, as dem- 
onstrated by the use of dark phase microscope. 


Journal of Nutrition, Philadelphia 
45:463-632 (Dec.) 1951. Partial Index 

Nitrogen Retained by Six Adolescent Girls from Two Levels of Intake. 
F. A. Johnston and D. Schlaphoff.—p. 463. 

Magnesium Metabolism in College Women: Observations on Effect of 
Calcium and Phosphorus Intake Levels. J. M. Leichsenring, L. M. 
Norris and §. A. Lamison.—p. 477. 

Vitamin Bio and Production of Polycythemia by Cobalt. S. Levey and 
J. M. Orten.—p. 487. 

Deposition of B Vitamins in Normally Developing Fetuses as Evidence 
for Increased Vitamin Needs of Rat for Reproduction: I. Thiamine 
and Riboflavin. M. Barrett and G. Everson.—p. 493. 

Further Studies on Absorption of Vitamin Bw Following Oral and 
Parenteral Administration. R. Yamamoto, C. Barrows Jr., C. Lang 
and B. F. Chow.—p. 507. 

Effect of Fat Level of Diet on General Nutrition. S. M. Greenberg, 
Cc. E. Calbert, H. J. Devel Jr. and J. B. Brown.—p. 521. 

Effect of Vitamin Bic on Reproduction and Lactation in Rats Receiving 
Pork or Beef Diets. M. L. Meyer, H. T. Thompson and C. A. 
Elvehjem.—p. 551. 

Effect of Heat Treatment on Nutritive Value of Milk Proteins: IV. 
Biological Value of Unheated and Autoclaved Dried Skim Milk. 
R. A. Kraft and A. F. Morgan.—p. 567. 

Forification of Bread with Lysine: I. Loss of Lysine During Baking. 
H. R. Rosenberg and E. L. Rohdenburg.—p. 593. 

Minimum Protein Requirement of Adult Rat for 28-Day Periods of 
Maintenance of Body Weight. M. Goettsch.—p. 609. 


Journal of Pediatrics, St. Louis 
‘ 39:645-804 (Dec.) 1951 


Direct Surgical Attack on Pulmonary Stenosis in Tetralogy 4 ase 
D. F. Downing, C. C. Fischer, C. P. Bailey and others.—p. 645 

*Mononuclear Pneumonia in Sudden Death or Rapidly Fatal Illness in 
Infants. P. Gruenwald and M. Jacobi.—p. 650. 

Orthopedic Care in Anterior Poliomyelitis. LeR. C. Abbott.—p. 663. 

*Effect of Inherited Antibodies on Active Immunization of Infants: 
Part II. Duration of Immunity. L. Greenberg and D. S. Fleming. 
—p. 672. 

Calcium and Phosphorus Studies in Negro Premature Infants. M. Gleich, 
S. Smoller and B. E. Scott.—p. 677. 

Erythroblastosis Fetalis in Negro Infant: Report of Five Cases, Includ- 
ing Four Cases Due to A-B-O Incompatibilities. R. B. Scott, M. E 
Jenkins and A. D. Kessler.—p. 680. 

Chloramphenicol and Terramycin in Treatment of Salmonella and 
Shigella Infections. R. H. Kunstadter, A. Milzer and B. M. Kagan. 
—p. 687. 

Cardiac Enlargement of Unknown Etiology in Infancy and Childhood. 
K. C. Lewis.—p. 698. 

Acute Appendicitis in Children: Five-Year Analysis of Cases at Child- 
rens Hospital, Denver. G. B. Packard and C. H. McLauthlin.—p. 708. 

Two Atypical Cases of Chondrodysplasia. J. W. C. de Groot.—p. 715. 

Gastric Diverticula in Infancy. G. L. Ogur and A. J. Kolarsick. 
—p. 

Bacteriostatic, Germicidal, and Sanitizing Action of Quaternary Ammo- 
nium Compounds on Textiles: Prevention of Ammonia Formation 
from Urea by Proteus Mirabilis. M. A. Latlief, M. T. Goldsmith, 
J. L. Friedl and L. S. Stuart.—p. 730. 


Mononuclear Pneumonia.—In 76 infants over 9 days old who 
died at home or in a hospital suddenly or after brief prodromal 
symptoms, or shortly after admission to a hospital with acute, 
severe symptoms, a diffuse mononuclear pneumonia was fre- 
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quently observed at necropsy. On microscopic examination the 
diseased lung tissue was sharply demarcated from the normal 
portions and within it areas of different degrees of expansion and 
aeration were also often well demarcated. All these areas had 
in common a pronounced thickening of the alveolar walls and 
exudate in the lumens. The commonest form was that in which 
a few alveoli were aerated, and the majority expanded with fluid 
containing large mononuclear cells. Intra-alveolar and inter- 
stitial emphysema occurred in the diseased portions of the lungs 
as well as in uninvolved areas. These findings were associated 
with less characteristic ones in other organs. Hyperplasia of 
lymphoid tissue occurred most commonly in the intestinal wall, 
in the mesenteric lymph nodes, and in the spleen, while the 
mediast nal lymph nodes were frequently not enlarged. The dif- 
ficulties cf judging the normal appearance of lymphoid tissue 
in infants have been stressed. Clinical and pathological observa- 
tions suggested infection as the cause of the changes, but bac- 
teria were not regularly found. This, together with the 
pulmonary changes and other considerations suggested a viral 
etiology, but no proof of this was available. Pulmonary changes 
resembling those described by the authors occur in infants with 
a more protracted disease, or with other lesions that may have 
contributed to the fatal outcome. Whatever the cause of mono- 
nuclear pneumonia, it is probably not fatal in many instances. 
The occurrence of the pathological changes described in the 
authors’ cases of sudden death should be known in order that 
erroneous diagnoses of accidental asphyxia or status thymico- 
lymphaticus may be avoided, and also as a basis for future 
search for the cause of the disease. 


Inherited Antibodies and I izati Results of a previous 
study on the effect of inherited antibodies on the active immuni- 
zation of 105 infants who had been immunized against diph- 
theria, tetanus, and whooping cough at the age of three and four 
months demonstrated that it is both practical and desirable that 
infants should be immunized at this age and with combined 
antigens. The present report of titrations of blood samples from 
27 of the infants with no inherited diphtheria antitoxin and 13 
with inherited antibodies one year after the immunization indi- . 
cates that, when a potent antigen is used, inherited antibodies 
do not lower but merely delay the development of diphtheria 
antitoxin. One year after the immunization all of the children 
had substantially more diphtheria antitoxin than is necessary to 
give a negative Schick reaction. All but one had more than 
0.064 units per cubic centimeter of serum. None of the 31 
children retested one year after the immunization for tetanus 
antitoxin and none of the 32 children retested for pertussis ag- 
glutinins possessed tetanus antitoxin or pertussis agglutinins in 
their preimmunization serums, and therefore it was not possible 
to study the effect of inherited antibody on immunization against 
tetanus and pertussis. The response to the tetanus toxin fraction 
was considered highly satisfactory; an average titer of 0.67 units 
was Observed in the 31 children one year after the immunization. 
Lack of suitable criteria prevent proper estimation of the value 
of the pertussis vaccine, but 26 of the 32 immunized children 
(84% ) showed a response as judged by agglutination tests. 


Michigan State Medical Society Journal, Lansing 


$0:1305-1470 (Dec.) 1951 


Heart Research in Michigan. F. Johnston.—p. 1354. 

Education and Community Service Projects. C. Dean.—p. 1358. 

Blood Lipids and Human Arteriosclerosis. H. E. Ungerleider and 
R. Gubner.—p. 1360. 

Diagnosis of Pheochromocytoma. L. T. Iseri, D. Chandler, G. B. Myers 
and A. J. Boyle.—p. 1370. 

Angiocardiographic Observations in Some Correctible Types of Congeni- 
tal Cardiovascular Disease. M. M. Figley, A. M. Stern, J. L. Wilson 
and F. J. Hodges.—p. 1378. 

Myocarial Infarction: Study of Acute Phase. F. J. Smith.—p. 1388. 

Complication of Coronary Occlusive Disease. M. S. Chambers, R. E. 
Johnson and M. C. Kozonis.—p. 1402. 


Some Observations on Rheumatic Fever Control Program of Michigan 
State Medical Society. L. De Vel.—p. 1410. 

Rheumatic Fever. R. T. Lyons and D. S. Smith.—p. 1416. 

Renal and Neurogenic Factors in Hypertension: Experimental Study. 
W. J. Kenfield, D. F. Bohr, R. R. Paterson and H. J. Kitto.—p. 1419. 

Operation for Coarctation of Aorta in Older Patients. F, D. Dodrill. 
—p. 1424. 
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New England Journal of Medicine, Boston 
245:875-916 (Dec. 6) 1951 


*Uses of Nuclear Disintegration in Diagnosis and Treatment of Brain 
Tumor. W. H. Sweet.—p. 

*Idiopathic Thrombopenic Purpura in Childhood. W. A. Newton Jr. and 
W. W. Zuelzer.—p. 879. 

Congenital Arteriovenous Fistulation of Lower Limb: Report of Case 
Successfully Treated by Total Excision. F. C. Leonard and G. A. 
Vassos Jr.—p. 885. 

Bimedial Lobotomy: Its Superiority over Conventional Approach. 
J. Levine, M. Greenblatt and H. C. Solomon.—p. 888. 

Allergy to Drugs. E. A. Carr Jr.—p. 892. 


Nuclear Disintegration in Brain Tumors.—Research at the 
Massachusetts General Hospital revealed that radioactive iso- 
topes may be utilized in clinical management of intracranial 
tumors. P*? concentrates much more in brain tumors than in 
normal brain; hence a probe-type Geiger-Miller counter detect- 
ing beta radiation can be used to advantage to find and delineate 
such tumors at operation. K*“ also concentrates in these tumors; 
excessive gamma radiation following K42 administration permits 
correct external preoperative localization through the intact 
skull in many cases. The special type of gamma rays emitted 
when a positron and an electron collide and are annihilated 
promises to be particularly valuable in the external localization 
of tumors. B'°, which largely captures slow neutrons and then 
disintegrates, can be concentrated sufficiently in brain tumors to 
suggest that irradiation with slow neutrons may be useful in 
their therapy. 


Thrombocytopenic Purpura in Childhood.—The occurrence of 
idiopathic thrombocytopenic purpura is reported in 28 boys and 
19 girls, who were followed for from six months to more than 
two years. This ratio of men to women contrasts with the well- 
known predisposition of adult women toward purpura, and the 
syndrome of idiopathic purpura in children differed from that 
in adults in several other significant respects. Children between 
the ages of two and eight years were most frequently affected. 
In the majority of the patients the disease appeared to be a 
benign self-limited condition of short duration. There was little 
evidence of a hereditary factor. A clear-cut relation to antecedent 
- infection or to allergy could not be demonstrated. There was a 
suggestive tendency toward a seasonal incidence of the disease, 
most cases occurring in the spring. Bone marrow examination 
disclosed no consistent findings with regard to either megakaryo- 
cytes or degree of eosinophilia that could be correlated with the 
course or prognosis of idiopathic thrombocytopenic purpura, 
although to exclude other primary diseases of the marrow, 
aspiration is essential. Adequate criteria for splenectomy in 
idiopathic thrombocytopenic purpura of children have not been 
established, but should probably be reserved for cases of un- 
controllable bleeding and chronic recurrent purpura. Successful 
results in patients treated by early splenectomy cannot be at- 
tributed to the operation, since spontaneous recovery is the rule. 
In chronic cases splenectomy may or may not result in a cure. 


245:917-956 (Dec. 13) 1951 


*Effect of BAL (2,3-Dimercaptopropanol) on Hepatolenticular Degenera- 
tion (Wilson’s Disease). D. Denny-Brown and H. Porter.—p. 917. 
*Use of Heparin-Gelatin-Dextrose in Venous Thrombosis and Pulmonary 

Embolism. C. Crane.—p. 926. 
Harvard Public-Health Chest Clinic. M. Elkin and M. C. Sosman. 


Dramamine as Adjuvant Measure in Psychogenic Vomiting. H. Kaplan, 
L. Hirsch and H. Flowers.—p. 934. 
Allergy to Drugs (Continued). E. A. Carr Jr.—p. 935. 


Dimercaprol (BAL) in Hepatolenticular Degeneration.—In the 
opinion of Denny-Brown and Porter one or two cases of hepato- 
lenticular degeneration may be found in the outpatient depart- 
ment of any large general hospital, often mistakenly diagnosed 
as multiple sclerosis or Parkinsonism. Hepatolenticular degener- 
ation is one of the few chronic degenerative diseases of the ner- 
vous system in which an associated visceral disorder, hepatic 
cirrhosis, offers possible clues to the nature of the pathological 
process. A chance observation by Mandelbrote and associates 
that dimercaprol (BAL or British anti-Lewisite), greatly in- 
creased the urinary output of copper in a patient with Wilson’s 
hepatolenticular degeneration induced Denny-Brown and Porter 
to try dimercaprol in patients with hepatolenticular degenera- 
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tion. They now report five cases in which dimercaprol was given. 
All five patients had the chronic pseudosclerotic type of hepato- 
lenticular degeneration with a history of tremor in the upper 
limbs and dysarthria, progressing to titubation of the head and 
trunk, and dystonic rigidity. The illness had been present from 4 
to 13 years before causing the patients to require assistance in 
eating, dressing, toilet, and walking. Improvement after a course 
of dimercaprol usually begins 14 days after the course and con- 
tinues for the next 2 to 3 months. The patients continue to re- 
quire maintenance treatment, but all are now able to take care of 
themselves, with the exception of one patient in whom intellec- 
tual and physical deterioration had reached a severe degree be- 
fore treatment with dimercaprol was instituted. The authors feel 
that they have presented substantial evidence that the neurologic 
symptoms of hepatolenticular degeneration are related to the 
abnormal accumulation of copper compounds in the brain. The 
similarity of the resulting tremors and rigidity to those fol- 
lowing manganese and mercury intoxication indicates a common 
action of this whole group of compounds. Regularly repeated 
maintenance injections of dimercaprol are necessary in hepato- 
lenticular degeneration, as it does not appear feasible to elimi- 
nate copper from the diet. A course of injections of 1.0 to 1.5 cc. 
of dimercaprol in peanut oil twice daily for 10 days every sec- 
ond month appears to be adequate. In the beginning such courses 
may be given once a month until a stable clinical status is 
reached. The earlier the treatment can be instituted the more 
complete will be the reversal of symptoms. These observations 
in hepatolenticular degeneration, a “degenerative” disorder that 
is commonly familial, support the hypothesis that all such ner- 
vous diseases result from the cumulative effects of by-products 
of “inborn errors of metabolism” and offers hope for their ulti- 
mate effective treatment. 


Heparin-Gelatin-Dextrose in Thromboembolic Disease.—After 
briefly discussing various attempts to prolong the action of 
heparin, Crane describes 100 surgical patients with thrombo- 
embolic disease who were treated with heparin-gelatin-dextrose 
(depo®-heparin) sodium as the sole anticoagulant agent. He pre- 
sents the histories of 6 of the 100 patients treated with heparin- 
gelatin-dextrose who experienced severe bleeding; four bled from 
the operative wound alone, a fifth bled from the operative wound 
and elsewhere, and a sixth bled from the urinary tract. Two addi- 
tional patients had mild epistaxes while receiving heparin. There 
is no constant relation between the tendency to bleed and the 
clotting-time level in the presence of heparin. Four of the bleed- 
ing patients recorded here bled at clotting time levels usually 
considered within the desirable therapeutic range. Just as after 
femoral-vein division, an occasional patient will suffer another 
pulmonary embolism, and a few patients whose signs and symp- 
toms of venous thrombosis in the leg have completely subsided 
after heparin treatment will have a recurrence two days to two 
weeks later. At times this recurrence may affect a different venous 
channel. The treatment with heparin-gelatin-dextrose failed in 
7 of the 100 patients, inasmuch as four suffered further pulmo- 
nary embolism after heparin treatment and three showed an 
early recurrence of a deep venous thrombosis. In view of the 
seven failures, the results of the treatment were not as good as 
had been hoped. 


Psychiatric Quarterly, Utica, N. Y. 


25:557-750 (Oct.) 1951. Partial Index 


Purposeful Inhalation of Gasoline Vapors. O. W. Clinger and N. A 
Johnson.—p. 557. 

Drug-Modified Electric Shock Therapy: Clinical Response to Partial 
Seizures Facilitated by Anticonvulsant Drugs, Diphenylhydantoin and 
Mephenesin, Alone and in Combination. W. L. Holt and W. Bor- 
kowski.—p. 581. 

Psychotherapeutic Evaluations of Birth-Trauma Analysis: Preliminary 
Contribution to Fodor’s Therapy. M. L. Peerbolte.—p. 589. 

Treatment of Drug Addiction: Preliminary Report. E. Y. Williams. 


604, 

Observations on Insulin Subshock Treatment in Veterans Administration 
Mental Hygiene Clinic. K. Nussbaum, H. Goldsmith and E. C. Henry. 
—p. 641. 

Psychological Aspects of Management of Labor. N. Kalichman.—p. 655. 

Psychodynamic Motivational Factors in Suicide. H. Hendin.—p. 672. 

Psychical Disorders Among Inmates of Concentration Camps and Re- 
patriates. J. Tas.—p. 679. 
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Psychosomatic Medicine, New York 
13:335-420 (Nov.-Dec.) 1951 


*Life Situations, Emotions, and Neurocirculatory Asthenia (Anxiety 
Neurosis, Neurasthenia, Effort Syndrome). M. E. Cohen and P. D. 
White.—p. 335 

Androgyny, Weight, and Personality. L. M. Bayer and S. Reichard. 
—p. 358. 

Primary Atypical Facial Neuralgia: Hysterical Convers.on Symptom. 
G. L. Engel.—p. 375. 


Neurocirculatory Asthenia.—This report summarizes the present 
day knowledge about neurocirculatory asthenia, which is also 
known under such terms as anxiety neurosis, neurasthenia, and 
effort syndrome. It is a chronic disorder that runs in families. 
The chief complaints of these patients are choking and smother- 
ing spells, rapid heart beat, pain in the chest, nervousness, “get 
tired easily,” “irritable with children,” “dizziness,” or “I 
believe I have heart trouble.” Their symptoms are brought on 
by exertion, other sickness, emotion-provoking | situations, 
pregnancy, heat and cold, military service, or no obvious factors. 
Abnormalities have been demonstrated in responses to various 
stimuli and stresses, in pulses, minute respiratory volumes, 
ventilatory efficiency, blood lactate concentration, work per- 
formances, Oxygen consumption, and wincing and withdrawal 
reactions. Pain, cold, muscular effort, carbon dioxide, noise, 
flash, and “anticipation” are likely to bring abnormal responses 
at lower stimulus thresholds. The 24 hour urinary excretion of 
17-ketosteroids was the same in patients as it was in comparable 
control subjects. Since this has been considered by some to be 
an “index of stress,” this finding suggests either that excretion 
of 17-ketosteroids is not a reliable or complete indicator of 
“stress” or that the disorder does not call forth the same “stress 
mechanisms” as some other illnesses. Although patients with 
neurocirculatory asthenia had anxiety as a characteristic phe- 
nomenon, they did not develop to any unusual extent diseases 
such as hypertension, peptic ulcer, asthma, ulcerative colitis, 
or thyrotoxicosis, which some authors believe to be caused by 
anxiety. Patients with this disorder do as well with reassurance 
as with psychotherapy, psychoanalysis, electric convulsion 
therapy, ergotamine tartrate, and adrenal denervation. 


Rhode Island Medical Journal, Providence 


34:625-680 (Dec.) 1951 


Pernicious Anemia in Old Age. I. V. Basylewycz.—p. 641, 
Rectal Bleeding. T. A. Krolicki.—p. 645. 

*Congenital Heart Block—Review and Report of Case of Congenital Com- 
plete Heart Block with Rheumatic Fever, and Physiological Studies. 
A. A. Jaworski and J. E. Farley.—p. 649. 

Doctors and the New Tax Bill. R. E. Jacobson.—p. 658. 


Congenital Heart Block and Rheumatic Fever.—As far as the 
authors have been able to ascertain, complete congenital heart 
block with acute rheumatic fever has not been previously re- 
ported. Their patient was a 12-year-old boy in whom brady- 
cardia was first noted at the age of 14 months, and who was 
admitted with acute rheumatic fever. During his hospital stay 
numerous blood pressure readings and graphic tracings were 
obtained to record the physiological effects of posture, exercise, 
respiration, carotid stimulation, atropine, epinephrine, and 
ephedrine on the completely dissociated auricles and ventricles. 
A review of the literature reveals 64 acceptable cases of con- 
genital heart block of which 55 were complete. A diagnosis of 
congenital heart block is based on auriculoventricular dissocia- 
tion recorded by graphic methods in a young individual, brady- 
cardia at an early age, and absence of history of any infection 
that might be a cause of heart block. Congenital cardiac anom- 
alies and the occurrence of syncopal attacks at an early age sub- 
Stantiate the diagnosis of congenital heart block. The authors 
feel that the reported case fulfills the diagnostic criteria. During 
the height of rheumatic fever activity a decreased idioventricular 
rate was observed. In the course of the physiologic studies it 
was found that atropine had the greatest acceleratory action on 
the idioventricular rate. 
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Rocky Mountain Medical Journal, Denver 


48:909-1000 (Dec.) 1951 

Heart Disease and Pregnancy. E. G. Holmstrom.—p. 931. 

Value of Photoradiography in Detection of Heart Disease: Follow-Up 
Study of Cardiac Lesions Found in Mass (70 mm.) X-Ray Survey. 
W. Van Camp and D. Rowe.—p. 934. 

Diagnosis and Management of Rheumatic Fever. S. J. McClendon. 
—p. 938. 


Irritable Colon as Complication of Disease of Gallbladder and Peptic 
Ulcer. E. J. Donovan and S. M. Jordan.—p. 942 

Obstetric Anesthesia—1951. L. W. Roessing.—p. 945. 

Plausible Treatment of Rheumatoid Arthritis: Adreno-Nephro-Colopexy. 
O. S. Fowler.—p. 949. 


Southwestern Medicine, El Paso, Texas 


32:397-432 (Dec.) 1951 

Aphorisms: Cardiovascular Truths and Precepts. A. M. Babey.—p. 408. 
Nodular Goiter and Carcinoma of Thyroid. L. Goldman.—p. 416. 
Epidemic Myalgia (Pleurodynia). A. C. Service.—p. 419. 
ACTH (Observations as Regards to Wound Healing). B. L. Burditt. 

—p. 420. 

33:1-36 (Jan.) 1952 

Aphorisms: Truths and Concepts Pertaining to the Chest. A. M. Babey. 

—p. 14. 


Relation of Pancreatic Secretion to Peptic Ulcer Formation. E. J. Poth 
and S. M. Fromm.—p. 16. 
Plumer-Vinson Sydrome. A. C. van Ravenswaay and L. L. Titche. 
20. 


A Case of ACTH Sensitivity. R. J. Antos.—p. 23. 


Western J. Surg., Obst. & Gynecology, Portland, Ore. 
59:603-672 (Dec.) 1951 


Intraductal and Intracystic Papillomas of Breast. S. T. Chester and 
H. G. Bell.—p. 603. 

Adrenal Dysfunction: Etiological Factor in Late Toxemia of Pregnancy. 
W. B. Patterson.—p. 610. 

Pancreatic Enzyme Activity of Peritoneal Exudate Collected by Sump 
Drainage. O. B. Scott and H. N. Harkins.—p. 619. 

Hiatal Hernia: Cause of Persitent Gasirointestinal Disturbances in 
Pregnancy W. R. Penman.—p. 622 

Definitive Treatment of Injuries to “Major Blood Vessels Incurred in 
Korean War. E. H. Dickinson, T. E. Ashley and F. Gerbode.—p. 625. 

Colles’ Fracture: Study of End Results with Conservative Management. 

Sirbu and B. Colloff.—p. 635. 

Surgical Lesions Simulating Lumbar Disc Syndrome. E. J. Morrissey. 
—p. 643 

Clinical Experience with Gastric Resection in Treatment of Peptic Ulcer. 
J. S. Wellington, L. G. Brizzolara and H. L. Silvani.—p. 8. 


Yale Journal of Biology and Medicine, New Haven 
24:83-168 (Nov.) 1951 


*Influence of Diet and Insulin on Incidence of Cataracts in Diabetic Rats. 
R. R. Rodriguez and W. A. Krehl.—p. 103. 

Susceptibility to Fibrosarcomas in 2NHO Mice. L. C. Strong.—p. 109. 

Public Health Aspects of Atomic Disaster. G. James.—p. 116. 

ee Control of Food Intake in Rats and Cats. B. K. Anand 

d J. R. Brobeck.—p. 12: 

and Transplantation of Pancreatic Tissue in 
Normal and Diabetic Mice. H. Browning and P. Resnik.—p. 141. 

Effects of Carcinogens on Embryonic Mouse Tissue Transplants, with 
Special Reference to Lung. J. S. Wood Jr.—p. 153. 


Diet and Incidence of Cataracts.—The influence of different 
diets given for six months on the incidence of diabetes in rats 
after subtotal pancreatectomy and on the development of 
cataracts in partially pancreatectomized and alloxan diabetic 
rats was studied. The incidence of diabetes decreased in 95% 
of pancreatectomized animals fed a high protein diet, while only 
a slight reduction was observed in the incidence and severity of 
diabetes with the addition of cholesterol or the removal of 
choline in the high carbohydrate diet. The incidence of cataracts 
was greater in diabetic rats fed a high carbohydrate diet; a 
smaller incidence was observed in high protein fed animals, 
while no cataracts developed in rats fed a high fat diet. Treat- 
ment with insulin can prevent the onset of cataracts in rats with 
diabetes of at least 10 months’ duration. In summary, the de- 
velopment of diabetic cataracts is directly correlated with the 
severity of the disease (degree of hyperglycemia and glycosuria) 
and the duration of diabetes, and inversely correlated with the 
age of the rats. 
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British Medical Journal, London 


2:1475-1534 (Dec. 22) 1951 


Male Fertility. E. J. Farris.—p. 1475. 

Sexual — in Women: Their Medical Significance. J. Malleson. 
—p. 1480. 

Pathological Examination of Nine Cases of Retrolental Fibroplasia. 
B. A. Bembridge and C. R. S. Jackson.—p. 1484 

Case of Polyarteritis Nodosa Treated with Cortisone. M. I. Drury, M. D. 
Hickey and J. P. Malone.—p. 1487. 

Gastric Carcinoma and Acute Perforation. T. L. Kennedy.—p. 1489. 

*Cough Fracture. J. B. Mitchell.—p. 1492. 

Cough Fracture of Ribs Unassociated with Pulmonary Tuberculosis. 
N. Wynn-Williams.—p. 1494, 

Westergren and Wintrobe Methods of Estimating E. S. R. Compared. 
D. Gilmour and A. J. Sykes.—p. 1496. 

Interdigestive Gastric Secretion in Duodenal Ulcer: Study of Compara- 
tive Inhibition by Hexamethonium Iodide and L-Hyoscyamine. M. 
Riddell.—p. 1498. 

Mechanism of Renal Excretion of Methonium Compounds. I. M. Young, 
H. E. de Wardener and B. E. Miles.—p. 1500. 


Cough Fracture.—Mitchell says that his interest in cough frac- 
ture was stimulated by the case of a woman, aged 32, who had 
pain around the seventh left intercostal space in the anterior 
axillary line. The pain was worse on coughing and on deep 
breathing. Her doctor heard a pleural rub, and gave sulfathia- 
zole. A chest roentgenogram was made six weeks later. The 
chest appeared normal from the standard posteroanterior view, 
but the left anterior oblique view showed a recent fracture of 
the seventh rib on the left side. Cough fractures were specially 
lecked for during 1950 at the Cambridge Chest Clinic among 
patients with pleural pain in whom no other cause was appar- 
ent. An oblique x-ray view was taken in addition to the standard 
anterior view. The examination was repeated in doubtful cases 
after callus had had time to form. Of 64 such patients, 14 had 
fractured ribs and in all coughing occurred before the onset of 
pain. Coughing was vigorous in all cases except one in which the 
patient tried hard to suppress it. In 12 patients pain was referred 
to an area surrounding the anterior axillary line and the seg- 
ment corresponding to the fractured rib or the rib below. In 
one patient the fifth rib on the right side was fractured just in 
front of the midaxillary line and pain was referred to the seventh 
and eighth spaces in the scapular line; in another a fractured 
second left rib gave rise to pain along the vertebral border of 
the left scapula (pressing on the rib or working the serratus 
anterior reproduced the pain). Coughing and deep breathing 
made the pain worse in all cases. 


Fortschr. Rontgenstrahlen & Réntgenpraxis, Stuttgart 
75:521-660 (Nov.) 1951. Partial Index 


Bivlogic Action of Ionizing Rays. B. Lindemann. 
—p. 


Ps Dl Therapy with Short Distance Irradiation. H. Hergarten. 
and L. Hergarten.—p. 559. 

Observations on 68 Seminoma Patients With and Without Metastases: 
Irradiation Following Semicastration. W. Renner.—p. 577. 

Plastic Induration of Penis. W. Molineus.—p. 584. 

Traumatic Deformities of Head of Humerus as Result of Recurrent 
Dislocations of Shoulder. F. Gauwerky.—p. 607. 

Traumatic Carcinoma of Lung: Pathogenesis of Cicatricial Cancer of 
Lung. J. Dahimann.—p. 628. 


Roentgen Hemolysis.— The electron microscope solved the long 
disputed question whether the erythrocyte is a reticulated or a 
balloon structure. The mature erythrocyte of the peripheral 
blood is a non-nucleated cell surrounded by a semipermeable 
membrane composed of several layers. The outermost layer is 
composed of lipoids; the stromatin layer below this preserves 
structure and shape. The erythrocyte contains no reticulum, but 
consists chiefly of hemoglobin, which probably forms poly- 
molecular associations, the stability of which is largely dependent 
on the presence of salts in solution. The marginal portions of the 
cell probably contain remnants of protoplasm. The contents of 
the erythrocyte can be lost either by diffusion or by structural 
breakdown. The first form of hemolysis that can be induced by 
water or hypotonic solutions is an osmotic hemolysis and in- 
cludes also the colloid osmotic hemolyses that are produced by 
changes in the permeability of the membrane. Roentgen hemol- 
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ysis is an example of such a colloid osmotic hemolysis. It has 
been assumed that irradiation does not produce primary de- 
naturation of the membrane but only sensitizes its effective ions; 
this would imply that roentgen irradiation acts only as a sensi- 
tizer. However, electron-optical structural analysis on irradiated 
erythrocytes and on those osmotically hemolyzed suggests that 
the alteration in the membrane premeability responsible for the 
hemolysis is produced by its primary denaturation. The velocity 
of hemolysis produced by x-rays is regulated by three factors: 
(1) by the reaction between the hemolytic factor and the cell 
membrane, (2) by the penetration of the salt, and (3) by the 
disintegration of the cellular contents into a diffusible mass; the 
last factor playing the decisive part. Comparative studies with 
the electron microscope revealed that denaturations caused by 
acid or by rays provoke morphologically similar alterations of 
the membrane. Suspensions containing plasma hemolyze to a 
lesser extent than suspensions without plasma. The denaturation 
of the erythrocytic membrane is therefore regarded as an in- 
direct consequence of irradiation. The physiological degree of 
scatter in the reaction of an irradiated erythrocyte suspension is 
thought to depend on two parallel mechanisms: a genuine bi- 
clogical variability in consequence of their age and a protective 
effect produced by aggregation of cells. 


Geburtshilfe und Frauenheilkunde, Stuttgart 
11:963-1058. (Nov.) 1951. Partial Index 


Remarks on Genesis of Neurovegetative Disturbances in Pelvis. L. Seitz. 
—p. 963. 

The Crush Syndrome: A Dangerous Complication in Obstetrics and Gyne- 
cology. G. Schramm.—p. 977. 

*Why Both Uterine Tubes Should Be Removed at Time of Hysterectomy. 
H. Knaus.—p. 984. 

Extrauterine Pregnancy—Glandular Hyperplasia. H. Kief and H. Muth. 

Hormonal Treatment of Pregnancy Paresthesias. F. Hoffmann. —p. 1004. 

Disturbances in Liver Function During Hyperemesis Gravidarum: Treat- 
ment. V. Friedberg and E. Kirnberger.—p. 1010. 

Postclimacteric Myomas. K. Richter and W. Lakomy.—p. 1016. 

Hematemesis in Preeclamptic Condition. P. Schwarz.—p. 1022. 


Removal of Uterine Tubes 
attention to the complications that may result when the uterine 
tubes are left in situ at the time of hysterectomy. He stresses 
that after hysterectomy the tubes are not only useless, but may 
cause serious complications. The tubes have been known to be 
the cause of a fulminating suppurating peritonitis. Ligation of 
the uterine end of the tube produces a disturbance in the blood 
and lymph supply, increases secretion of the tubular epithelium, 
transudation from the engorged vessels, and possibly inflamma- 
tory exudation, and these changes in turn may lead to closure 
of the ampullar end of the tube and to hydrosalpinx. Removal 
of the tubes prevents development of hematomas that are diffi- 
cult to control. Furthermore, an existing tubal pregnancy may 
be overlooked if the tubes are left in place, and finally there is 
the possibility that the tubal pavilion will prolapse into the 
vagina. The author saw two woman who had this type of pro- 
lapse, and he stresses that the uterine tubes should always be 
removed with the uterus. 


Lancet, London 


2:1149-1188 (Dec. 22) 1951 


100 Years Ago. J. Charles.—p. 1149. 

*Outbreak of Q Fever in East Kent. M. S. Harvey, G. B. Forbes and 
B. P. Marmion.—p. 1152. 

Rhesus Grouping with Cells Suspended in Saline Solution and Weak 
Albumin-Agglutinating Antisera. D. E. Mellon and C. J. Dawson. 
—p. 1157. 

Effect of Adrenocorticotropic Hormone on Diuretic Response to Water 
in Panhypopituitarism. T. M. Chalmers and A. A. G. Lewis.—p. 1158. 

Gas Cysts of Intestine with Pneumoperitoneum. P. Somerville.—p. 1160. 

Nephrotic Syndrome Treated with Intravenous Dextran. P. D. Bedford 
and P. M. G. Broughton.—p. 1161. 

*Four Cases of Appendicitis in One Family in a Week. J. M. E. Jewers. 
—p. 1163. 


Outbreak of Q Fever.—Harvey and associates describe an out- 
break of Q fever in which 28 persons became ill. The illness 
was mild and was identified as Q fever by serological studies. 
Epidemiological investigations excluded spread of the disease 
from person to person, by contact with cows, sheep, and goats, 
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by visits to potentially infected environments, by consumption 
of raw milk, and by bites of insects. The opening of a packing- 
case and removal of the straw it contained some 19 days before 
the outbreak may have been responsible. 


Familial Appendicitis: Four Cases in One Week.—Five mem- 
bers of one family were hospitalized for suspected appendicitis 
in one week, but in one case the abdominal pain was probably 
due to mild gastroenteritis. In the first of the four who under- 
went appendectomy, the appendix was gangrenous, perforated, 
and covered with omentum which oozed pus when touched. A 
coil of terminal ileum was adherent to inflamed omentum and 
appendix. Omentum, ileum, and fibrin had formed the walls 
of the abscess, which had burst its confines. When tissue forceps 
were applied to the healthy portion of the appendix of the second 
patient, the diseased portion burst and a foul smelling fluid 
emerged. In the third patient, who was known to have had 
threadworms, appendicitis or mesenteric adenitis was diagnosed. 
On opening the appendix following its removal, it was found 
to be congested with swollen mucosa and mucopus and con- 
tained one threadworm. The fourth patient had catarrhal appen- 
dicitis. Whether the changes found in his appendix began as the 
follicular appendicitis that may accompany nonspecific mes- 
enteric adenitis is an interesting question. 


Minerva Medica, Turin 
42:645-668 (Oct. 27) 1951 


Lipotropic and “‘Hepatoprotective’’ Factors in Bismuth Poisoning. A. Del 
Guerra.—p. 650. 

*First Results of Ultrasonic Waves in Treatment of Buerger’s Disease at 
San Camillo Hospital in Rome. A. D'Agostino and M. Risi.—p. 654. 

Eutrophic and Anabolic Preparations Based on Embryo Lipids: Clinical 
Study. C. Fiorio.—p. 657. 


Ultrasonic Waves in Buerger’s Disease.—During the first six 
months of the last year 23 men with thromboangiitis obliterans 
in whom all prior medical, physical, and surgical treatment had 
failed were treated with ultrasonic waves. None of the patients 
had syphilitic or diabetic arteritis, arteriosclerosis, or Raynaud's 
disease. In four patients who had undergone surgical treatment, 
gangrene was present in almost all toes, ulceration had pro- 
gressed to both surfaces of the foot, and general condition was 
extremely poor. In five patients ulcerations were moderate and 
limited to one toe, with edema, partial or total cyanosis, ischemia, 
and pain. In 14 patients the disease was characterized by pain in 
the calf after slight walking and chills associated with paresthesia 
in the feet. Ultrasonic wave therapy was carried out locally 
with the feet of the patients of the first two groups immersed 
in water. Additional ultrasonic waves were applied to the calf 
of the 14 patients of the last group. The dose consisted of | 
watt per square centimeter of the surface of the generator (5 sq. 
cm. in this case) with a frequency of 1,000,000 cycles per sec- 
ond. One daily application lasting two minutes was carried out 
for 20 days, and after an interval of 20 to 30 days, 20 addi- 
tional applications followed. Results proved that this is the 
therapeutic dose of choice. In two of the four patients whose 
condition was critical, necrosis regressed, proliferation in the 
necrotic tissues was observed, and edema and the bluish dis- 
coloration of the skin disappeared. Conditions were unchanged 
in the other two. Of the five patients with moderate thrombo- 
angiitis obliterans, three recovered completely and improvement 
was pronounced in the other two. Improvement was likewise 
gratifying in the remaining 14 patients. The good effects may 
be attributed to improvement in the collateral circulation of the 
irradiated zone. Ultrasonic waves liberate histamine from cells. 
The vasodilating activity of histamine, that after the first few 
minutes of therapy is increased to four times the initial level, 
may improve local circulation and lead to restoration of the 
tissues already impaired by ischemia. The histamine level re- 
gresses to normal within one hour. The occurrence of hemor- 
rhages from ulcerations following the first application of ultra- 
sonic waves is a significant indication of vasodilatation. Although 
the follow-up period is too short to permit a definite evaluation 
of the results obtained, ultrasonic waves therapy may become 
a valuable physical agent in treatment of thromboangiitis 
obliterans. 


‘ 


MEDICAL LITERATURE 


1157 


ABSTRACTS 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
95:3365-3460 (Nov. 17) 1951. Partial Index 


Segmental Resection in Pulmonary Tuberculosis. J. K. Kraan.—p. 3375. 

*Cyst Formation in Lung After Staphylococcic Sepsis. J. Glazenburg. 
—p. 3388. 

Reviewing of Insight in Treatment of Renal Tuberculosis. W. A. Moonen. 
—p. 3394, 


Pulmonary Cysts After Staphylococcic Sepsis.—Glazenburg 
presents the histories of two patients, a child of 3 years and a 
young man of 21, in whom multiple pulmonary cyst-like cavities 
developed after staphylococcic sepsis. The lungs of these two 
patients contained at the same time cavities and infiltrations and 
the one seemed to be transformed into the other at times. In 
view of the fact that the cyst-like cavities showed neither fluid 
nor infiltrated walls, they did not have the appearance usually 
associated with pulmonary abscesses. They developed as the 
result of a staphylococcic sepsis that had been localized in an- 
other organ and had become quiescent. The author cites reports 
on pulmonary infiltrations and thin-walled cavities and empha- 
sizes that the patients described here are noteworthy because 
they had so many cavities and that in both conservative treat- 
ment resulted in complete recovery. Observations in these two 
cases induced him to try conservative treatment, in the form of 
penicillin therapy, in two infants, two and three months old, who 
had been referred for surgical treatment with a diagnosis of 
unilateral congenital lung cysts. These two also recovered with 
conservative treatment. The author mentions that Potts and 
Riker reported that they operated on several patients with a 
diagnosis of diaphragmatic hernia for pulmonary cysts that had 
developed after staphylococcic infections. 


95:3461-3556 (Nov. 24) 1951. Partial Index 


Scleroderma with Gastrointestinal Manifestations. L. R. de Four and 


H. M. van der Linde.—p. 3469. 

Undiagnosed Otitis Media. G. A. Hoogland.—p. 3477. 

Two Unusual Cases of Hydrocephalus in Nursing Infants. M. P. A. M. 
de Grood.—p. 3485. 

*Postvaccinal Encephalitis: Treatment 
J. A. T. Ligterink.—p. 3490. 


Corticotropin (ACTH) in Postvaccinal Encephalitis.—L igterink 
describes the histories of three patients with encephalitis. The 
first case concerned a two-year-old child in whom symptoms 
of encephalitis developed during an attack of measles. Injections 
of corticotropin in decreasing doses, beginning with 75 mg. 
divided in six doses on the first day and terminating with 10 mg. 
on the 11th day, resulted in complete recovery. In the other 
two patients, a young man of 21 and a woman of 60, the en- 
cephalitic symptoms developed after vaccination. In these two 
cases of postvaccinal encephalitis, treatment with corticotropin 
seemed to exert favorable effects. 


with Corticotropin (ACTH). 


Nordisk Medicin, Stockholm 
46:1627-1666 (Oct. 31) 1951. Partial Index 


*Course and Prognosis in Humeroscapular Periarthrosis with Special 
Regard to Cases with Generalized Symptoms. E. Meulengracht and 
M. Schwartz.—p. 1629. 

Whale Hypophysis and ACTH. J. Vals¢.—p. 1633. 

*Dekamethonium (‘“Synacur”’) as Curare Substitute 
K. Jacobsen.—p. 1635. 

Curare Treatment of Spastic Children. B. Helvang Madsen, H. Laursen 
and J, Ugland.—p. 1638. 

Procaine Intravenously as Supplement During Nitrous Oxide-Pethidine 
Anesthesia. B. Flemming Haxholdt and O. Qyen.—p. 1640. 


in Electroshock. 


Humeroscapular Periarthrosis and Generalized Symptoms.—In 
78 cases of humeroscapular periarthrosis treated from 1945 to 
1951, the duration of the disorder before admission was as a 
rule less than three months. Most of the 18 men and 59 women 
were between 50 and 70 years old. In most cases no causative 
factor could be established. In 21 there was concomitant thyroid 
infection, and in 14 concomitant Dupuytren’s contracture. In 
five men and 13 women there were generalized symptoms of 
anemia, increased sedimentation rate, protracted elevation of 
temperature, and loss of weight. The disorder usually lasted from 
six months to a year, but the final prognosis was good. In follow- 
up of the 71 surviving patients after an average of 3.2 years, 
Meulengracht and Schwartz found that 60 were well and only 
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5 of the remaining 11 had had symptoms for more than two 
years, after which time few recover. The prognosis for the ac- 
companying Dupuytren’s contracture was unfavorable. The 
course and prognosis in humeroscapular periarthrosis seemed 
to be independent of the treatment applied, and cases with 
generalized symptoms did not differ from the uncomplicated 
cases. Roentgen treatment of the shoulder, applied in 21 cases, 
had no apparent effect. 


Decamethonium (“Synacur”) as Curare Substitute in Electro- 
shock.—Jacobsen says that from late 1950 to June, 1951, 
decamethonium (“synacur”) was used as a substitute for curare 
in 530 electroshock treatments of 30 men and 87 women be- 
tween 35 and 50. No dangerous complications occurred. The 
dose was highly individualized. Grave renal abnormalities are 
an absolute contraindication to use of the substance. Because 
of individual sensitivity, administration of 0.05 to 1 mg. as a test 
dose is advised. Relatively small doses of 0.04 to 0.15 mg. per 
kilogram of body weight give sufficient muscle relaxation to 
prevent complications in the form of fractures and muscular 
pain in electroshock. Because of the danger of respiratory de- 
pression, means of administering oxygen must be available, and 
the personnel must be familiar with artificial respiration. 


Practitioner, London 


167:573-676 (Dec.) 1951. Partial Index 


Problem of Chronic Nasal Catarrh. W. A. Mill.—p. 577. 

Treatment of Acute Tonsillitis. J. W. S. Lindahl.—p. 585. 

Treatment of Acute Sinusitis. G. Livingstone.—p. £90. 

Tuberculosis of Upper Respiratory Tract. J. C. Hogg.—p. 596. 

The Husky Voice. A. S. H. Walford.—p. 607. 

Upper Respiratory Infections in Infants. A. V. Neale.—p. 614. 

Tonsils and Adenoids in Children. W. McKenzie.—p. 622. 

Diverticulosis of Colon. B. Myers.—p. 629. 

*Terramycin and Venereology. R. R. Willcox.—p. 636. 

Some Clinical Uses of Tetraethylammonium Bromide. T. H. Howell. 
—p. 641. 


Terramycin in Venereology.—According to Willcox aureomycin, 
chloramphenicol, and terramycin all have some action upon all 
of the venereal diseases. In this report he appraises the present 
status of terramycin in treatment of venereal infections. With 
regard to gonorrhea he says that although terramycin in small 
doses is perhaps not quite as successful as a single injection of 
procaine penicillin, it is a valuable alternative for patients who 
do not respond to penicillin, and is a first choice for patients who 
fear the injection or are allergic to penicillin. It is as effective 
as aureomycin in treatment of lymphogranuloma venereum, at 
least as effective as aureomycin, chloramphenicol, and strepto- 
mycin in treatment of granuloma inguinale, and is the most 
effective against nonspecific urethritis. It is suitable for the mass 
treatment of the treponematoses under certain conditions, and 
has proved effective in the treatment of yaws. Its use in the treat- 
ment of syphilis must still be regarded as experimental. Terra- 
mycin thus appears to be potentially useful in treatment and in 
prophylaxis of the venereal diseases. 


Presse Médicale, Paris 
§9:1651-1670 (Dec. 12) 1951. Partial Index 


*Tuberculous Endocarditis and Rheumatic Cardiopathy; Bouillaud’s 
Disease and Tuberculosis. P. Delore.—p. 1651. 

*Glomerulohyalinosis of Diabetic Patients (Intercapillary Glomerulo- 
sclerosis of Kimmelstiel-Wilson Type): Clinical Study. E. Azerad, 
E. Nataf, J. Akseven and Alagille.—p. 1654. 


Tuberculous Endocarditis and Rheumatic Cardiopathy.—The 
occurrence of valvular cardiopathy is reported in 88 patients 
between the ages of 11 and 73, with or without history of acute 
articular rheumatism and with a personal or familial history of 
tuberculosis. According to the author, there is a greater in- 
cidence of inflammatory tuberculous endocarditis as well as of 
tuberculous acute articular rheumatism than has generally been 
believed. Differentiation of these conditions and so-called Bouil- 
laud’s disease is not possible. The syndrome of acute articular 
rheumatism associated with endocarditis frequently originates, 
particularly in young persons, from an inapparent attack of 
tuberculosis; in 50% of the author’s patients aged less than 20, 
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the reaction to the cutaneous tuberculin test was positive. In 
young persons tuberculosis is the most frequent cause of valvular 
cardiopathy without definite etiology. There will be no agree- 
ment with this concept, however, as long as laboratory evidence 
of tuberculosis is required, since laboratory findings are unre- 
liable or absent in this form of latent tuberculosis. Rather, one 
should recognize the value of clinical and particularly of familial 
findings. The large number of the author’s cases of endocarditis 
associated with acute articular rheumatism and with personal 
or familial manifestations of tuberculosis suggest that “Bouil- 
laud’s disease” is not an entity independent of tuberculosis. It 
seems definitely wrong to use the term “rheumatic Bouillaud’s 
disease” for cases of tuberculous origin. It may be true that these 
cases will not be observed in tuberculosis hospitals and sana- 
toriums, but it is of great importance to ascertain methodically 
the tuberculous origin of valvular cardiopathy of undetermined 
etiology, particularly in young persons, by history, thorough 
clinical examination, and by developing biological tests that may 
be more sensitive than the simple cutaneous tuberculin test. 
Cases of acute articular rheumatism of Bouillaud’s type, rheu- 
matic cardiopathies (particularly mitral stenosis), and symptoms 
of toxic diffuse goiter may be observed frequently in families 
in which atypical manifestations of tuberculosis may be detected 
on thorough search. 


Kimmelstiel-Wilson Syndrome.—Of 15 diabetic patients be- 
tween the ages of 34 and 71 with the Kimmelstiel-Wilson syn- 
drome, eight died and necropsy was performed in seven. Results 
of microscopic examination of the renal lesions will be reported 
in a later paper, but the authors state that the nature of the 
microscopic lesions induced them to prefer the term glomerulo- 
hyalinosis to intercapillary glomerulosclerosis. In the patients 
reported on the renal syndrome was characterized by edema, 
albuminuria, with microscopic hematuria and cylindruria, hyper- 
tension, and hyperazotemia. Of the 15 patients, 8 had diabetic 
retinitis and cataract. The duration of diabetes mellitus varied 
from 2 to 20 years, with an average of about 12 years. The 
long course of diabetes mellitus preceding the appearance of 
renal complications was conducive to the conclusion drawn by 
other workers that the diabetes mellitus may be benign, but the 
eccurrence of diabetic coma or precoma in four of the authors’ 
patients showed that the condition is not always moderate or 
easily controlled. Changes in the chemistry of the body fluids 
varied as follows: in general the total serum cholesterol level 
was between 200 and 300 mg. per 100 cc., the protein level was 
normal or below normal, and the serum lipid level was normal 
or increased. Following a long period of latency, the disease 
was manifested by controllable edema and albuminuria that 
eventually became irreversible and was associated with cardio- 
renal decompensation. In this final stage the glomerulohyalino- 
sis may have become glomerulosclerosis. 


Revista de Medicina e Cirurgia de Sao Paulo 


11:415-462 (Sept.) 1951. Partial Index 


Shigellas (Dysentery Bacilli) and Shigellosis. J. Toledo Mello.—p. 415. 

*Testosterone Propionate in Metastases of Cancer of Breast. J. Benzadon. 
—p. 429. 

Endemic Amebiasis in Sao Paulo. F. Pompéo do Amaral.—p. 443. 

Acute Appendicitis: Case. J. Soares Hungria.—p. 453. 


Testosterone Propionate in Metastases from Breast Cancer.— 
A group of 105 women were observed for 12 years after mastec- 
tomy for breast cancer. All patients had postoperative roentgen 
therapy, castration, either roentgenologic or surgical, and a 
weekly dose of 25 to 50 mg. of testosterone propionate for several 
years after mastectomy, up to a total of 2,000 to 3,000 mg. In the 
presence of metastases or of local recurrence of cancer, the dose 
of testosterone propionate was increased to 50 mg. daily up to a 
weekly dose of 200 to 300 mg. for several weeks. The total dose 
was 3,000 to 4,000 mg. Histological study of metastatic tissues 
and axillary lymph nodes before and after completion of treat- 
ment was made in all cases. The author concludes that the five 
year survival rate following mastectomy preceded and followed 
by testosterone propionate therapy is the same as the rate after 
mastectomy without the drug. It is 28% in patients without 
axillary metastases and 58% in patients with metastases. The 
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drug causes improvement of the general condition, appetite, 


strength, and body weight. In cases of vertebral metastases pain is 


greatly relieved, and roentgenologically there is recalcification of 
metastatic lesions (except when the spine shows the roentgen 
aspect of the so-called “metastatic ivory vertebra”). The drug has 
no effect on metastases in the soft parts of the body. It does not 
prevent development of new cutaneous or osseous metastases 
and reappearance of pain from new vertebral metastases. In the 
majority of cases it has a virilizing effect: The voice changes to 
a male pitch, and a beard and marked hypertrichosis appear. 
Menstruation greatly diminishes or permanently stops. 


Schweizerische medizinische Wochenschrift, Basel 


81:1165-1188 (Dec. 1) 1951. Partial Index 


Dissecting Aneurysm of the Coronary Arteries. H. J. Schmid.—p. 1170. 

Epidemic Occurrence of Virus Disease with the Aspects of a General 
Infection and Accompanied by Irregular, Sometimes High and Pro- 
longed Fever (Atypical Infectious Mononucleosis). E. Attinger Sr. 
—p. 1172. 

*Treatment of Postoperative Alarm Reaction with Male Sex Hormone. 
P. Pliickiger.—p. 1174. 

Bronchial Asthma and Corpus Luteum Hormone. R. Tachezy.—p. 1180. 


Male Sex Hormone in Postoperative Alarm Reaction.—Fliicki- 
ger presents a new concept of the alarm reaction, the first phase 
of Selye’s adaptation syndrome, pointing out that the hormonal 
changes during the “shock defense” phase, with a predominence 
of the 11l-oxycorticosteroids, represent not an adaptation but 
rather a defective regulation that is the underlying cause of 
“postoperative disease.” Normally there is an equilibrium be- 
tween the anabolic effect of the 17-ketocorticosteroids and the 
catabolic effect of the 11-oxycorticosteroids, and this equilibrium 
is impaired during the alarm reaction. Attempts were made to 
restore the hormonal equilibrium during the postoperative phase 
by administering male sex hormones, which are 17-ketosteroids. 
In 65 patients in whom the surgical risk was rather great, treat- 
ment with sex hormone was begun shortly after the operation, 
and the androsteroids exerted a favorable effect on the post- 
operative course; shock was reduced and recovery was more 
rapid. There was no serious circulatory disturbance during the 
postoperative phase. Testosterone improved the intestinal peri- 
stalsis. Wound healing was normal. The blood pictures of those 
treated with male sex hormones showed an earlier and more 
rapid increase in lymphocytes and eosinophils, and the post- 
cperative thrombocytosis was reduced in extent and duration. 
It is assumed that there is a connection between the alarm 
reaction and thrombosis. Because of the still rather limited num- 
ber of cases, it is as yet impossible to ascertain whether the 
male sex hormones will be adequate for prophylaxis of thrombo- 
sis, but the impressions gained seem to suggest it. 


Semaine des Hopitaux de Paris 
27:3771-3816 (Dec. 22) 1951. Partial Index 


Attempt at Interpretation of Acute Leukemia. J. Olmer and E. Gascard. 
3771. 


—p. 
*Retinal Manifestations in Acute Leukemia: Clinical, Ophthalmologic and 
Anatomic Study. J. Olmer, Y. Poursines and G. Farnarier.—p. 3783. 


Retinal Manifestations in Acute Leukemia.—Ophthalmoscopic 
examination of 26 patients between the ages of 15 and 65 with 
acute leukemia revealed anemic changes of various degree of 
the fundus oculi in 19 and retinal lesions characteristic of severe 
anemia in six. Retinal hemorrhages were observed in 19 in- 
stances, and in 14 they were of a very peculiar type, isolated 
and few in number; the term “hemorrhages with a clear center” 
has been coined to describe them. They were observed more 
frequently in patients with hemorrhagic manifestations in other 
parts of the body, but thrombocytopenia did not seem to be 
responsible for their occurrence. Preretinal hemorrhages were 
observed in only two instances and papilloretinal edema in eight. 
Of the 19 patients with hemorrhages, the bleeding time was 
considerably increased in 11 and moderately decreased in 6, 
but an increased number of leukocytes did not seem to influ- 
ence the ophthalmoscopic picture, since more than 20,000 white 
blood corpuscles were observed in only 8 patients. The appear- 
ance of the fundus oculi was the same in patients with lympho- 


MEDICAL LITERATURE ABSTRACTS 1159 


blastic and with myeloblastic leukemia. The retinal lesions 
appeared and disappeared rapidly and varied daily.. The micro- 
scopic examination, though inconclusive, suggested that the 
peculiar hemorrhages “with a clear center” resulted from extrav- 
asation of blood around leukemic deposits on the inner surface 
of the retina or on the optic papilla, as demonstrated in two 
instances. Three types of lesions were observed on microscopic 
examination as follows: leukemic infiltration of the choroid in- 
volving only the posterior pole but not the iris and retina in 
11 instances; edematous or hemorrhagic exudates of the retina, 
particularly posterior but also inside of the various layers of 
the membrane; and optic neuritis in the form of proliferation 
of neurogliar cells without leukemic infiltration. 


Tidsskrift for Den Norske Laegeforening, Oslo 


71:701-752 (Nov. 15) 1951. Partial Index 


*Myxedema. R. Hatlehol.—p. 701. 
Treatment of Anemia. G. Larsen.—p. 706. 

*Spontaneous Pneumothorax. C. M. Sinding-Larsen.—p. 709. 
Corticotropin (ACTH) and Cortisone. C. Miiller.—p. 710. 
Paroxysmal Tachycardia. A. Aubert.—p. 715. 

Primary Atypical Pneumonia. V. Gaustad.—p. 723. 

Cancer of Pancreas. H. S. Mathisen.—p. 728. 

*Bacterial Endocarditis. S. Aarseth.—p. 733. 


Myxedema.—Hatlehol discusses myxedema because the results 
of treatment are good, provided irreversible changes have not 
occurred, and because the disorder is often overlooked. It occurs 
oftenest in women over 40; in only 12 of Hatlehol’s 59 cases 
did it occur in men. Charcot’s term “cachexie pachydermique”™ 
describes the most important manifestations of fatigue and skin 
changes. In fully developed cases the characteristic appearance 
permits a probable diagnosis. Determination of the basal meta- 
bolic rate is of greatest practical value. Mental and physical re- 
laxation of the patient during the examinations is important. 
In most of the author’s cases the metabolic rates were from 
-75% to -61 to -62%. In doubtful cases determination of the 
plasma cholesterol level may be decisive. It is as a rule increased 
from the normal 150 to 225 mg. per 100 cc. to values as high 
as 400 to 500 mg. per 100 cc. The hypercholesterolemia dis- 
appears rapidly during treatment with thyroxin. An abnormal 
extracellular accumulation of protein, salts, and water in the 
tissues in myxedema gives the skin its peculiar consistency. The 
increased protein accumulation is eliminated on administration 
of thyroxin. The frequency with which the erroneous diagnoses 
of anemia and nephritis with edema are made reveal that there 
are diagnostic pitfalls. Anemia in myxedema is frequent, 
usually of a moderate hypochromic type; it is one of the last 
symptoms to disappear on treatment. There is no proteinuria 
in myxedema. In some cases moderate hypertension occurs. As 
a rule the cause of the disease cannot be established. It occurs 
predominantly in women; frequent births seem to be a pre- 
disposing factor. The prognosis is good when the disease is rec- 
ognized in time. With thyroxin treatment the patient may live 
long. The aim of the treatment is to relieve the symptoms of 
the disease with the smallest possible dose of medication, which 
is determined by the basal metabolic rate, the clinical symptoms, 
and the patient’s subjective well being. Until recently organic 
preparations produced from animal glands were used. Today a 
synthetic preparation of constant composition and effect is avail- 
able which allows dosage according to weight. Treatment of 
myxedema starts with a daily dose of 1 mg. The effect appears 
after a couple of weeks. Close supervision must be exercised 
to avoid overdosage and resulting handicaps. The maintenance 
dosage, with which the patient must continue for the rest of his 
life, is in most cases 0.1 to 0.2 mg. daily. 


Spontaneous Pneumothorax.—A number of cases of so-called 
spontaneous pneumothorax are in reality traumatic. Traumatic 
pneumothorax is frequently a complication of such interventions 
as thoracentesis, which can cause pulmonary lesions. There is 
the possibility of indirect traumatic pneumothorax when medi- 
astinal emphysema occurs during such operations as trache- 
otomy. Some cases of so-called pneumothorax simplex must be 
designated as symptomatic because of primary disease in lungs 
or pleura. For diagnosis soft roentgenograms are recommended. 
In cases of long duration thoracoscopy should be carried out; it 
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should perhaps be done in most cases. Spontaneous pneumo- ~ 


thorax occurs oftenest between the ages of 20 and 30. Men are 
affected oftener than women. Patients with spontaneous pneu- 
mothorax should not be transported by airplane. 


Bacterial Endocarditis.—In acute bacterial endocarditis, usually 
due to pyogenic bacteria from localized infection, the course 
usually runs less than six weeks, while in subacute bacterial 
endocarditis, as a rule due to bacteria of relatively low virulence, 
usually nonhemolytic green streptococci, it is generally more 
protracted. In the medical departments of Ulleval Hospital an 
average of 10 cases of bacterial endocarditis are treated annually. 
Most cases are subacute. Subacute bacterial endocarditis occurs 
mainly between the ages of 20 and 40, but no age is exempt. 
It almost always originates on the basis of earlier valvular 
defect or congenital heart defect and is marked by cardiac symp- 
toms, general symptoms due to toxemia, and vascular symptoms 
due to embolic processes. Valvular defect, fever and petechiae 
with yellow-white centers or Osler nodes as a rule point to sub- 
acute bacterial endocarditis. The diagnosis is confirmed by find- 
ings of a palpable spleen, drumstick fingers, anemia, and 
microscopic hematuria. Positive blood culture or an occluding 
embolus in a large artery is conclusive evidence. A patient with 
heart defect and unexplained fever of a week’s duration or more 
should be hospitalized immediately on suspicion of bacterial 
endocarditis. The main agent in treatment is penicillin. It has 
been shown that most cases of bacterial endocarditis can be 
controlled by administration of 500,000 units penicillin daily 
for at least a month, but according to later study doses of 
2,000,000 units daily for from four to six weeks gives consid- 
erably better results. With highly resistant bacteria the daily 
dose must be increased to 10 to 20 million units. Since the bac- 
teria may develop increased resistance to penicillin during treat- 
ment, the daily dose must be set high enough from the start. In 
the cases described here no patient survived who received less 
than 500,000 units penicillin daily; 13 out of 16 patients given 
1,000,000 units daily are living. Determination of bacterial re- 
sistance has become increasingly important because of the 
availability of potent antibiotics (streptomycin, aureomycin, 
chloramphenicol, and terramycin) that can be effective when 
penicillin fails or can be used with penicillin. Supportive sympto- 
matic treatment is often helpful. Blood transfusions may be of 
great value. For prophylaxis patients with heart defect may be 
given penicillin before and after tooth extraction, tonsillectomy, 
and similar procedures. Most important in determining the prog- 
nosis are the patient’s age and general condition, complicating 
diseases, location of the valvular defect, the nature of the in- 
fection, duration of the disorder before the start of treatment, 
and the intensity and duration of the treatment. With proper 
treatment recovery can be expected in about two-thirds of the 
cases. After cessation of treatment the patient must be observed 
for recurrences, which usually occur within two months but may 
occur later. 


Tubercle, London 


32:231-254 (Nov.) 1951 


Viability and Virulence of Old Cultures of Tubercle Bacilli. (Studies on 
30-Year-Old Broth Cultures Maintained at 37 C.). H. J. Corper and 
M. L. Cohn.—p. 232. 

Atelectasis of Healthy Lobe in Pneumothorax Therapy. E. V. Hess. 
—p. 237. 

Account of Treatment of Tuberculous Cavities by Thoracoplasty with 
Special Reference to Use of Postural Reduction as Pre-Operative 
Measure. M. D. Deshmukh and E. H. Williams.—p. 240. 

X-Ray Sifting of Chest Clinic Patients. F. C. S. Bradbury, W. Fettes 
and J. N. Parker.—p. 246. 

Use of Synthetic Ester of Oleic Acid (‘Tween 80"’) in Preparation of 
Freeze-Dried BCG Vaccines—Preliminary Report. E. A. North and 
W. C. Newman.—p. 251. 


32:255-280 (Dec.) 1951 


Domiciliary Treatment of Pulmonary Tuberculosis with Combined Chemo- 
therapy. D. L. Pugh, E. R. Jones and W. J. Martin.—p. 256 

B. 53 and B. 83. M. L. Conalty.—p. 263. 

Trial of Thiosemicarbazones in Treatment of Tuberculosis. M. M. Nagley. 
—p. 266. 

Post-Tuberculous Bronchiectasis in Children. J. H. Hutchison.—p. 271, 
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Zeitschr. f. d. ges. experim. Med., Heidelberg 


118:1-108 (No. 1) 1951. Partial Index 


*Metabolic Effects of Treatment with Corticotropin (ACTH). G. Loh- 
meyer.—p. 

Influence of Antihistamines and Histamine on Mucopolysaccharase. 
H. Wohnlich.—p. 24. 


Quanitative Investigations with Ultrasonics on Microorganisms. G. Velt- 
man.—p. 55. 

Tolerance for Frequently Repeated Small Doses of Salicylic Acid. A. Herz 
and B. Stampfi.—p. 76. 


Oxygen Dissociation Curve in Sulfhemoglobinemia and Methemoglobi- 
nemia. C. Maier, A. Biihimann and M. Hotz.—p. 105 


Metabolic Effect of Corticotropin.—Lohmeyer studied meta- 
bolic changes in eight patients who had been treated with corti- 
cotropin. Three patients with chronic polyarthritis received total 
doses of less than 350 mg. and most of the daily doses were 
less than 50 mg. Three other patients received moderate doses 
of an average of 100 mg. daily. The two remaining patients re- 
ceived comparatively large doses, often around 200 mg. daily. 
Depending on the corticotropin dosage, the excretion of 17- 
ketosteroids in the urine was increased, indicating stimulation 
of the adrenal cortex. The urinary elimination of nitrogen also 
increased, and this produced a negative nitrogen balance in 
some cases. The uric acid elimination in the urine increased 
without a noticeable decrease in the uric acid content of the 
serum. The uric acid-creatinine quotient revealed no regularity 
in behavior and thus cannot serve as a reliable indicator of in- 
creased activity of the adrenal cortex. The eosinophil count in 
the peripheral blood always decreased noticeably, and thus made 
possible a reliable control of the hormonal action. The carbo- 
hydrate metabolism was only moderately altered. The blood 
sugar values remained within normal limits. Only double toler- 
ance tests with dextrose revealed a reduced carbohydrate toler- 
ance in a few instances. The erythrocyte sedimentation speed 
decreased noticeably. Water retention produced a temporary 
weight increase. To avoid undesirable metabolic reactions, the 
author recommends a low maintenance dose following a high 
initial dosage of short duration. 


Zeitschrift fiir Kinderheilkunde, Heidelberg 
70:213-322 (No. 3) 1951. Partial Index 


“Carbohydrate Hunger” and Its Prevention During Dietetic Treatment of 
Infants. H. G. Krainick and H. Richarz.—p. 253. 

“Comparison of Sabin-Feldman Dye Test for Toxoplasmosis and Toxo- 
plasmin Skin Test. O. Vivell.—p. 271. 

Incidence of Rickets. H. Herpertz.—p. 282. 

Reaction of Serum Protein Bodies in Abdominal Typhoid and Parathy- 
roid. M. Herten.—p. 300. 

Clinical Aspects of Progressive Lipodystrophy. H. Sandmann.—p. 308. 


Sabin-Feldman Dye Test and Toxoplasmin Skin Test.—Vivell 
compared the Sabin-Feldman dye test for toxoplasmosis with a 
toxoplasmin skin test in 129 adults and children. The toxoplas- 
min used as the skin antigen was prepared from peritoneal 
exudate of mice. The reactions to the two tests agreed. The 75 
persons who had a negative reaction to the dye test also had a 
negative reaction to the skin test. Thirty-eight persons with 
titer values of 1:12 and higher also had positive skin reactions. 
Of 16 persons with titers of 1:2 in the Sabin-Feldman test, 14 
had a definitely positive skin test. Of 80 infants who were tested, 
none had a positive skin test, although some of the very young 
infants frequently had titers of various levels in the Sabin-Feld- 
man dye test; it is assumed that this can be explained by dio- 
placental transmission of passive antibodies. Thus agreement of 
dye test results and toxoplasmin reaction applies only to active 
formation of antibodies. No infant with proved toxoplasmosis 
was available to verify this. The skin test is carried out like a test 
for a Mendel-Mantoux reaction. An extract prepared from the 
spleen of healthy mice is imployed for the control test. The re- 
action is read after 48 hours, a palpable infiltration with sur- 
rounding erythema indicating a positive outcome. The surprising 
conformity of results of the two tests verifies the specificity of 
the Sabin-Feldman dye test. Evaluation of the titers of the 
Sabin-Feldman test suggests that any titer accompanied by a 
positive skin test can be regarded as positive. The skin test can 
serve as a detection test to ascertain the incidence of toxoplas- 
mosis in a population, being reliable in all except infants. The 
Sabin-Feldman test should be used chiefly for quantitative eval- 
uation and for the analysis of antibody formation. 
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Space Medicine: The Human Factor in Flights Beyond the Earth. 
Edited by John P. Marbarger. Cloth. $3. Pp. 83, with 18 illustrations. Uni- 
versity of Illinois Press, Urbana, IIl., 1951. 


This book is a collection of the papers discussed at the Second 
Symposium on Space Medicine, by experts in this field and 
allied fields. After an introduction by Dr. A. C. Ivy, of the 
University of Illinois, Major General Harry G. Armstrong, the 
Surgeon General, USAF, reviews space medicine historically 
and discusses its potentialities. 

Four chapters were written by the following scientists from 
the USAF School of Aviation Medicine, Randolph Air Force 
Base, Texas: Colonel Paul A. Campbell, director of research, 
and Drs. Hubertus Strughold, Heinz Haber, and Konrad Buett- 
ner from the department of space medicine. The remaining 
chapter was written by rocket expert Wernher von Braun of the 
ordnance research and development office, Redstone Arsenal, 
Huntsville, Ala. The subjects are well chosen and technical 
enough to satisfy the scientist yet so clearly discussed that the 
layman will have little difficulty understanding the text. 

Starting with basic physics, von Braun brings the reader to 
an understanding of the principles of rocket propulsion. He 
discusses single stage and triple stage rockets and a space satel- 
lite (platform). He also describes the problems of trajectory 
and outlines the methods by which these problems can be 
solved. 

Dr. Strughold limits his discussion to the problems of tem- 
perature and oxygen supply. Only in the narrow band around 
60 C can life, as we know it, exist. Aside from the Earth, Dr. 
Strughold concludes, only the planets Mars and possibly Venus 
possess the temperature prerequisite for life. 

Dr. Buettner, a climatologist, discusses problems of heating 
and cooling the space ship to maintain a climate comparable to 
that of the subject’s home planet. Dr. Strughold shows that, from 
the standpoint of oxygen pressures, no human or animal life, 
except the lowest forms, can exist on Mars, and the existence 
of lower animals that have little need for oxygen is uncertain. 
There may be forms of lichen on Mars; these forms might, by 
storing self-produced oxygen, have enough oxygen to maintain 
life. Oxygen presents a problem not only on other planets but 
also in space. Dr. Buettner discusses “canned air” a breathing 
mixture that would be carried by flyers in sufficient quantities 
for two trips and time spent on the planet. Dr. Haber clearly 
explains the problems of gravitational fields and zero gravity. 
With proper conditions, zero gravity can be realized without 
leaving the earth’s gravitational field. Once the space ship leaves 
the earth’s atmosphere, it becomes an astronomical body like 
the other planets and subject to the same influences. 

Orientation of the person to space is influenced by the in- 
creased gravity on take off and deceleration and the zero 
gravity of sustained flight. Colonel Campbell gives the following 
description of the triad that permits orientation. “The vestibular 
apparatus is gravity-oriented and will not give a true response 
in situations of unusual gravity, and therefore would not be 
useful. The visual component will not be affected by gravity 
and will be the useful factor for orientation. Orientation depends 
on the cortex; consequently cortical anoxia or cortical influences 
produced by acceleration or deceleration may be a critical 
factor.” 

Dr. Buettner’s “ideal climate” is also influenced by this zero 
gravity state. Expired air and body heat are carried away by 
convection that depends on the differential weights of the air 
masses. In a weightless situation, convection does not occur, and 
the passenger would soon be surrounded by a warm mass of 
air, rich in carbon dioxide and water and quickly depleted of 
oxygen. This effect could be partially overcome by wearing 
oxygen masks and keeping fans to maintain circulation. As soon 
as the space traveler leaves the protection of the earth’s atmos- 
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phere, he will encounter radiation. The possible radiations, their 
probable effects, and methods of protection are described. 

In summation, this book is a primer of space flight that will 
enable many people to realize that interplanetary travel is no 
longer in the realm of fantasy. Although all material is not cov- 
ered exhaustively, the book does discuss most of the problems 
confronting space scientists. Medicine is only one of the many 
fields that must contribute to the knowledge required before the 
first space flight can be made. Coordination between the various 
fields of science is necessary for the success of this work. 


Homicide Investigation: Practical Information for Coroners, Police Offi- 
cers, and Other Investigators. By LeMoyne Snyder. With chapters by 
Harold Mulbar, Captain, Michigan State Police, Lansing, Charles M. 
Wilson, Superintendent, Wisconsin State Crime Laboratory, Madison, and 
C. W. Muehlberger, Director, Michigan Crime Detection Laboratory, 
Madison. Sixth printing, revised. Cloth. $7.50. Pp. 359, with 146 illustra- 
tions. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Spring- 
field, Ill.; Blackwell Scientific Publications, Ltd., 49 Broad St., Oxford, 
England; Ryerson Press, 299 Queen St., W., Toronto 2B, 1950. 


The preface to the sixth revision of this book states that its 
purpose is to make available tested practical plans of procedure 
in investigating cases of violent death. “The trained medical 
examiner,” the preface continues, “may find little of interest in 
these pages but it is hoped that this synopsis of factual informa- 
tion will be of practical use to men without scientific training 
whose duty requires that they shall investigate what appears to 
be a violent death.” 

The book, simply and without technical language, discusses 
general considerations of homicide investigations and the more 
common types of violent deaths, such as stabbing, poisoning, 
drowning, and direct violence. Three chapters, “The Investiga- 
tion of Highway Accidents,” “Preservation and Transportation 
of Firearm Evidence,” and “Techniques of Criminal Investiga- 
tion” are contributions by authorities in these respective fields. 
The book arouses a desire to improve the quality of homicide 
investigations and a realization that trained personnel are needed 
to determine the many technical questions that arise during the 
course of such investigations. One purpose of the book is to 
impress upon the investigator the necessity of observing and 
reporting ordinary facts and reserving less ordinary evidence 
for the appraisal of the expert. The text of the book is well illus- 
trated by photographs that are exceptionally clear, well repro- 
duced, and descriptive without being sensational. In this edition, 
70 pages are added, over 100 pages are rewritten, and 42 new 
illustrations appear. 


The Prudential: A Story of Human Security. By Earl Chapin May and 
Will Oursler. Cloth. $5. Pp. 372, with illustrations by E. Stanley Turnbull. 
Doubleday & Company, Inc., Garden City, New York, 1950. 


The story of the Prudential Insurance Company of America 
is perhaps the story of America. Started in 1875 as The Pruden- 
tial Friendly Society to provide weekly premium insurance for 
the laboring classes, it is today one of the leading insurance and 
financial institutions in the United States. This book was written 
in commemoration of the seventy-fifth anniversary of the found- 
ing of the company. As the authors state “Insurance is a business 
of people, and this is a history primarily of people and their 
quest for security with freedom and self-respect.” To those who 
feel that large financial institutions are heartless corporations, 
this book will be a pleasant surprise. Among items of interest 
is the fact that the company acted promptly to save thousands 
of homes and farms from foreclosure during and immediately 
following the depression. 

Although two other men preceded him as president, John 
Fairfield Dryden was the guiding spirit of the company until 
his death in 1911. His creed was “Social institutions, like politi- 
cal institutions, can endure only if there is economic justifica- 
tion for their existence, and if they prove their social utility by 
successful adaptation and re-adaptation to the ever-changing 
conditions and circumstances of political and social life.” Al- 
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though this book is a history of a technical insurance organiza- 
tion, it is written in a nontechnical style. Of special interest to 
the medical profession is the fact that Dr. Leslie D. Ward played 
an important part in the founding of the company and in its 
early management. 


Medizinische Poliklinik: Vorlesungen iiber innere Medizin. Von Dr. 
Erwin Schliephake. Cloth. 32 marks. Pp. 620, with 166 illustrations. Gustav 
Fischer, Villengang 2, Jena 15b, Germany, 1951, 


This work by a well-known German internist, who is spe- 
cially trained in physiology and pathology, is not, as he says in 
a preliminary statement, a substitute for a manual on the art of 
medicine, nor is it a systematic treatise on internal medicine. It 
is based on material drawn from his hospital and office practice, 
and its major emphasis is on the actions of “the great correla- 
tion systems”: the endocrine, circulatory, and nervous systems. 
The author also stresses the influence of constitution and en- 
vironment on the clinical picture. He is mainly concerned with 
common rather than rare diseases, although he discusses many 
of the latter. He includes little information concerning the details 
of technical tests, unless they are of very recent origin, but he 
notes their diagnostic value. He emphasizes the importance of 
diagnosis, not as an end in itself, but as a guide to treatment. He 
points out the necessity of care in taking the patient's history 
and in the examination, and of the use of some of the commoner 
technical aids: the clinical laboratory, roentgenograms, and 
electrocardiograms. In discussing treatment he emphasizes meth- 
ods, particularly those of physical therapy, that can be used in 
the physician’s office. He mentions the necessity, in making a 
diagnosis, of considering every case a problem, a psychological 
factor often overlooked, and the importance of treating the pa- 
tient rather than the disease. 

The text contains chapters on constitution, endocrinology, dis- 
eases of metabolism, allergy, rheumatic and arthritic affections, 
common infectious diseases, maladies of the respiratory appa- 
ratus, blood-forming organs, the digestive tract (including the 
biliary system, the liver, and the pancreas), the peritoneum, the 
spleen, some worm infestations, the circulatory system, the kid- 
neys, the urinary passages, and the nervous system. The book is 
written in an attractive style; it has a good index, but no bibli- 
ographies. It is printed in clear type on paper of good quality and 
is attractively bound. The illustrations, with a few exceptions, 
are excellent. They consist of diagrams, photographs of patients, 
electrocardiographic tracings, many excellent reproductions of 
roentgenograms, and one instructive colored plate showing the 
genesis of foetal and adult blood cells. The discussions obviously 
reflect the author’s own opinions. The book is hardly comparable 
to a formal text, but is really a collection of clinical reports fol- 
lowed by discussions that point out important factors in the diag- 
nosis and treatment of the diseases the author's patients had. 
The work contains the considered opinions of a clinician of ex- 
perience and mature judgment. 


Vitamin Metheds. Volume HI. Edited by Dr. Paul Gyorgy. Cloth. $14.50. 
Pp. 740, with illustrations. Academic Press, Inc., 125 E. 23rd St., New 
York 10, 1951. 


This volume of an important reference work on vitamin meth- 
ods consists of five chapters by various authors and a supplement 
to volume | of three brief chapters. This supplement was 
deemed necessary because of important developments in vitamin 
assay that have occurred since the appearance of volume | in 
1950. The contributors are well-known in their respective fields, 
and the editor, who is an associate author of two chapters, has 
made many important contributions to our knowledge of vita- 
mins during the past twenty years. The book is, therefore, en- 
titled to prominent rank. It is something more than a compila- 
tion of important methods used in vitamin research. It contains 
adequate discussion of various methods that have been used and 
difficulties that may be encountered in such research, and will 
serve as a useful guide to anyone interested in vitamin deter- 
minations. It is more extensive in its treatment than other books 
on the same subject and is fully documented with references. 
The first chapter indicates the background of knowledge that 
must be acquired for properly conducting animal experiments. 
The sections that deal with vitamin standards and the obliga- 
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tion of the experimenter to provide not only necessary but also 
humane care for his animals are worthy of special comment, be- 
cause these subjects frequently do not receive sufficient emphasis. 
One chapter that is of particular interest deals with laboratory 
diagnosis of human vitamin deficiencies. It gives a good sum- 
mary of the important information on this subject. 

The book contains too much discussion of statistical considera- 
tions. One chapter of 165 pages deals with this subject alone, and 
another chapter on vitamin assays that is 236 pages long is 
devoted in a large part to the design of experiments and inter- 
pretation of results from the statistical approach. With few ex- 
ceptions, the illustrations in the book relate to statistics. The 
chapter entitled “Clinical Signs of Malnutrition” seems out of 
place in this volume. It is difficult to understand why the author 
has tabulated 63 “findings” or conditions as clinical signs of 
malnutrition when, in many cases, the suggested deficiency or 
syndrome is listed as “unknown” or as caloric, protein, or min- 
eral. One-fourth of this chapter is concerned with height and 
weight measurements and their significance, and the remainder 
is devoted to a description of pathological conditions that can be 
recognized by the physician, their significance, and the use of 
vitamins in their treatment. This chapter may be of particular 
interest to the physician, but the subject matter is hardly suited 
to a book bearing the title “Vitamin Methods.” In spite of these 
criticisms, the book is a storehouse of information and will be 
useful particularly to the vitamin chemist. 


Chronic Disease and Psychological Invalidism: A Psychosomatic Study. 
By Jurgen Ruesch, M.D. In collaboration with Robert E. Harris, Ph.D., 
and others. Foreword by Karl M. Bowman, M.D. [Originally published in 
series, Psychosomatic Medicine Monographs, 1946.] Paper. $3.50. Pp. 191, 
with 11 illustrations, University of California Press. Berkeley; Cambridge 
University Press, Bentley House, 200 Euston Rd., London, N.W.1, 1951. 


This is an excellent monograph compiled by Dr. Ruesch and 
a well-qualified group of associates from the division of psychia- 
try of the University of California Medical School, with the 
assistance of colleagues in other departments. Their studies were 
conducted largely at the Langley Porter Clinic. The main ob- 
jective of the authors is to bring the patient into proper focus 
in relation to his disease. Their approach to the interpretation of 
symptoms associated with chronic or recurrent illness and ex- 
tending into convalescence and rehabilitation is original and 
effective. Emphasis is given to personality disturbances and the 
environment of the patient in explanation of symptoms ordinarily 
attributed to his disease. By appropriate and practical methods 
social, economic, psychological, and cultural factors are in- 
vestigated, and their influence in the recovery of the patient is 
appraised. The authors arrive at the interesting conclusions that 
chronic disease is a psychological problem, that convalescence 
and rehabilitation are dependent on the patient’s adjustment to 
his problem, and that, fundamentally, such conditions must be 
considered of sociopsychological significance. 

The monograph is replete with interesting tables and case 
reports. A clear and concise summary is found at the end of 
each chapter, and at the end of the monograph two interesting 
appendixes appear: appendix A, formulating the most frequent 
Situational conflicts, and appendix B, summarizing the socio- 
psychological aspects of patients with chronic disease and psy- 
chological invalidism. Fortunately, the bibliography is not long, 
but it is comprehensive and well selected. This monograph is 
strongly recommended to the practitioner of medicine as well 
as to the specialist in psychiatry and allied fields. 


Occupational Handicrafts. {Reprint of Dryad leafiets.] Cloth. $6.95. 
Various pagination. Chas. A. Bennett Co., Inc., 237 N. Monroe St., 
Peoria 3, Ill.; Dryad Handicrafts, Leicester, England, [n.d.]. 


This book will be of interest chiefly to the occupational 
therapist. It is a bound volume of 25 booklets entitled “Dryad 
Leaflets.” These contain directions for the construction of the 
items usually found in handicraft manuals used by occupational 
therapists; for example, leaflets are included that describe loom 
weaving, linoleum cutting and printing, doll making, stencilling, 
and chair caning. It has value as a reference book for persons 
interested in a variety of handicraft projects. The book is well 
illustrated but presents no new ideas. 
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A Synopsis of Anzsthesia. By J. Alfred Lee, M.R.C.S., L.R.C.P., 
M.M.S.A., Consultant Anesthetist to General Hospital, Southend. Second 
edition. Cloth. $3.50. Pp. 354, with iltustrations. Williams & Wilkins 
Company, Mount Royal and Guilford Aves., Baltimore 2; (John Wright & 
Sons, Ltd., 42-44 Triangle West, Bristol 8], 1950. 


The author has recognized the many changes that have taken 
place in anesthetic practice and teaching since the first edition 
of this book was published. He has added fresh information in 
the historical section on the physiology of circulation, intra- 
venous use of procaine, stellate ganglion block, vagus block, 
therapeutic block, electrical anesthesia, intra-arterial injection of 
thiopental sodium (thiopentone) and its dangers, blood trans- 
fusion, dextran, hyaluronidase, anesthesia in surgery of the 
heart, and obstetric use of trilene (trichloroethylene). The text is 
brought up-to-date with regard to curare and mentions material 
from a number of texts by other authors that have been pub- 
lished recently. The author has attempted to compress into brief 
form the essence of the various subjects with which one must 
be familiar in order to prepare for part 1 of the examination for 
the diploma in anesthetics in England, and he has provided 
material that will be useful to those who take part 2 of the 
examination. 

Chapter 2 is outstanding. It gives as briefly as possible neces- 
sary anatomic information, together with the laws of gases and 
the physiology of the human being. All of the general anesthetics 
are dealt with briefly but adequately, as are the gases used in 
association with anesthesia, particularly oxygen and carbon 
dioxide. The chapter on endotracheal anesthesia is excellent. 
The chapters on spinal anesthesia and local and regional anesthe- 
sia have been written positively and well. Shock occurring before 
and during anesthesia is discussed. The use of anesthetics in 
thoracic surgery and obstetrics is covered. An excellent appendix 
gives much information that is useful to the anesthetist. The 
book is well indexed. One rarely finds so much good information 
in such a small book at such a reasonable price. All clinical 
anesthesiologists would profit by having this book at hand. 


Thyroid Function and Its Possible Role in Vascular Degeneration. By 
William B. Kountz, M.D., Assistant Professor of Clinical Medicine, 
Washington University School of Medicine, St. Louis. Publication number 
108, American Lecture Series, monograph in American Lectures in Cur- 
culation. Edited by Irvine H. Page, M.D., and A. C. Corcoran, M.D. 
Cloth. $2.25. Pp. 62, with 10 illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publica- 
tions, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto, 2B, 1951. 


In this monograph the author presents evidence that hypo- 
function of the thyroid gland produces a degenerative change in 
the walls of the large blood vessels that may render them sus- 
ceptible to the development of arteriosclerosis, particularly of 
the medial type. No one would take issue with this generally 
accepted point of view; however, the implication that merely 
temporary thyroid insufficiency may lay the foundation for sub- 
sequent degenerative vascular disease is an assumption that 
seems unwarranted. This short monograph might well have 
appeared in one of the numerous journals available for the 
publication of review articles. The justification for its appearance 
in the expensive format of a monograph is not apparent. 


The Education of Man: Aphorisms. By Heinrich Pestalozzi. With intro- 
duction by William H. Kilpatrick. [Translated from German original by 
Heinz and Ruth Norden.}] Cloth. $2.75. Pp. 93. Philosophical Library, 
Inc., 15 E. 40th St., New York 16, 1951. 


This is a collection of pithy sayings and aphorisms for the 
serious reader who is interested in some of the underlying basic 
principles of the philosophy of education of Pestalozzi. The 10 
chapters cover such subjects as mankind and humanity, the 
individual, home and hearth, the education of man, man among 
men, poverty, the sacred, justice and liberty, truth and wisdom, 
nature, the world, and God. Typical of some of the collected 
sayings are the following quotes: “He who bears the interest of 
humanity in his breast, that man is blessed.” “Sooner or later, 
but of a certainty in the end, Nature will take her toll of what 
men do against her.” “The salvation of the world is a civilized 
humanity.” “Not art, not books, but life itself is the true basis 
of teaching and education.” One does not need to be of Swiss 
descent to be interested in some of the aphorisms of Pestalozzi. 
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Syphilis. By Richard S. Weiss, M.D., Dermatologist-in-Chief, Barnard 
Free Skin and Cancer Hospital, St. Louis, and Herbert L. Joseph, M.D., 
Consultant in Dermatology and Syphilology, U. S. Air Force Base, Travis 
Air Force Base, California. Cloth. $5. Pp. 180, with 42 illustrations. Thos. 
Nelson & Sons, 19 E. 47th St., New York 17; Parkside Works, Dalkeith 
Rd., Edinburgh 9, 1949; 1951. 


This is a compact textbook and manual of syphilology de- 
signed to give the general practitioner, general medical officer, 
or medical student a basic knowledge of the clinical and labora- 
tory aspects of syphilis and a summary of the many recent 
developments in this field. Since most patients with syphilis are 
seen first by the general practitioner rather than by the specialist 
and since much syphilotherapy is now administered by private 
practitioners rather than by public clinics, there is a real need 
for this type of presentation. The chapters on diagnosis and 
therapy are concise and practical and are supplemented by 
extensive bibliographies. The sections on therapy deal primarily 
with penicillin, although a brief discussion on metal chemo- 
therapy and iodides is included to permit evaluation of previous 
therapy or consideration of supplementary or alternative treat- 
ment. The authors outline currently accepted schedules of peni- 
cillin therapy, but they caution that treatment with a few 
injections of penicillin may not cure all forms of syphilis 
permanently and that prolonged post-treatment follow-up is 
essential. The format of the book is attractive and the type 
readable, although some of the clinical photographs lack clarity 
and detail. This volume provides aids to orientation in a rapidly 
changing field. 


An Atlas of Normal Radiographic Anatomy. By Isadore Meschan, M.A.., 
M.D., Professor and Head of Department of Radiology, University of 
Arkansas School of Medicine, Litthke Rock. With assistance of R.M.F. 
Farrer-Meschan, M.B., B.S. Cloth. $15. Pp. 593, with 1044 illustrations. 
W. B. Saunders Company, 218 W. Washington Sq., Philadelphia 5; 7 
Grape St., Shaftesbury Ave., London, W.C.2, 1951. 


This profusely illustrated textbook of diagnostic radiology is 
intended, according to the authors, for students of anatomy, 
radiology, and medicine, and for physicians who are not radi- 
ologists. It is a sound book and reflects the expenditure of much 
hard work, but it would be even better if it were narrower in 
scope. The authors sense this fact and say in their preface that 
any one of the six aspects of their work might well have been 
given all of their time and energy. The title is poorly chosen. The 
book is not actually an atlas of anatomy but rather is a textbook 
of radiology that contains more anatomic information than is 
needed in such a textbook and vastly less than is required for an 
authentic atlas. X-ray technicians are not listed by the authors 
as potential readers of the book, and yet a great deal of space is 
devoted to the positioning of patients, which is a matter of con- 
cern to technicians but not to students of anatomy or radiology. 
However, the faults of too much detail in some areas and too 
little in others are compensated, at least in part, by the book’s 
great breadth of scope, and few matters of interest to student 
radiologists have been neglected entirely. 


Toward Manhood. By Herman N. Bundesen, M.D. Cloth. $2.95. Pp. 175. 
J. B. Lippincott Company, 227-231 S. Sixth St., Philadelphia 5, 1951. 


Many books have been written to help the younger generation 
understand problems related to sex. As boys and young men 
pass through the adolescent years, sex problems raise interest 
and sometimes difficulties that are usually caused by lack of 
understanding. One of the best books that has been prepared for 
boys and young men is “Toward Manhood,” which offers a frank 
but not stuffy discussion of such subjects as how human beings 
reproduce, the male reproduction system, growing up physically, 
proper relations between boys and girls, the need for control of 
sex, and venereal disease. The 15 chapters in this book contain 
information which, because of its informal but personal style, 
can be recommended for boys and young men. The author is 
well known for his interest in health education and the pre- 
vention of disease. His forthriynt reviews, which have become 
familiar to many over the years, help set the pace for his latest 
book. The type is pleasing to the eye, and the paper of sufficient- 
ly good quality to permit easy and fast reading. 
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Verletzungen der Lungen und des Brustkorbes: Friihverlauf und Spiit- 
folgen mit besonderer Beriicksichtigung der Lungentuberkulose. Kritische 
Beobachtungen iiber 3 Jahrzehnte an fast 4000 Veriletzten des Weltkrieges 
1914/1918. Von Dr. Walter Steffens. Neue Folge Heft 44, Arbeit und 
Gesundheit: Sozialmedizinische Schriftenreihe aus dem Gebiete des Bundes- 
ministeriums fiir Arbeit. Herausgegeben von Professor Dr. phil. et med. 
M. Bauer und Dr. med. F. Paetzold. Paper. 10.90 marks. Pp. 319, with 
111 illustrations. Georg Thieme, Diemershaldenstrasse 47, (14a) Stuttgart 
O; agents for U. S. A., Grune & Stratton, Inc., 381 Fourth Ave., New 
York 16, 1951. 


This book marks the 44th monograph in the social medicine 
series published by the German Ministry of Labor since 1925; 
number 43 was published in 1944, and this publication, there- 
fore, represents a postwar resumption of scientific contributions. 
This volume is concerned with injuries of the lungs and chest. 
It is described as “a contribution to the knowledge of the health 
and social fate of chest and lung casualties of the world war of 
1914 to 1918” and constitutes an evaluation of the late history 
and parenthood status of a group of soldiers who are, for the 
most part, in their fifties or sixties and, in a few instances, in 
their late forties. It begins with a discussion of the frequency of 
various types of injuries and of the weapons by which these were 
inflicted. The patients with chest and lung injuries are grouped 
and studied under the general headings determined by their 
early histories, such as emphysema, bloody cough, hemothorax, 
pneumothorax, empyema, and various lung symptoms, and by 
the character and duration of their convalescence. The late 
sequelae, including impairment of function leading to dis- 
abilities, various types of pathology typical of long-standing 
chest injuries, tuberculosis, and complications involving the 
heart, are discussed. The treatise is thorough, well illustrated, 
and extensively documented. 


The Normal Cerebral Angiogram. By Arthur Ecker, M.D., Ph.D. Cloth. 
$6.50. Pp. 190, with 140 illustrations. Charles C Thomas, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., Toronto, 
2B, 1951. 


This is a monograph on the subject of cerebral angiography 
written by a neurological surgeon who has had extensive ex- 
perience with this relatively new diagnostic method. It is in- 
tended to serve as a manual for neurologists, neurosurgeons, and 
neuroradiologists. The monograph is divided into two parts. 
Part 1 deals with technique and gives detailed instructions for 
preparing patients, injecting the dye, and making the films. The 
technique is clearly presented, with a thorough discussion of the 
difficulties involved and adverse side-effects. It is regrettable that 
the exact incidence of the latter is not given. Part 2 discusses 
arterial supply and venous drainage of the central nervous sys- 
tem as revealed by angiography. The variations in normal ap- 
pearance of the major intracranial vessels and their branches 
are discussed and are illustrated by appropriate films taken in 
several different projections. 

Most of the illustrations, are excellent reproductions of roent- 
genograms. These are well chosen and show clearly the various 
features of the vascular pattern within the brain. A short bibli- 
ography of the more important publications on the subject and 
a good index are included. The subject matter is well covered 
by the author. He has succeeded in producing a manual that 
should be in the hands of all specialists who treat neurological 
patients, as well as those who are called upon to perform cerebral 
angiography or to interpret roentgenograms made in this pro- 
cedure. 


Pathological Firesetting (Pyromania). By Nolan D. C. Lewis and Helen 
Yarnell. Nervous and Mental Disease Monographs [no. 82]. Cloth. $10. 
Pp. 437. Nervous and Mental Disease Monographs, 70 Pine St., New York 
5, 1951. 


This monograph reviews the universal symbolism of fire, the 
medicolegal history of pyromania, and the current psychiatric 
knowledge of the mental and emotional aspects of pathological 
fire setting. The dynamic psychiatric viewpoint presented is that 
fire, being an excellent means of destruction, is well suited to 
carrying out aggressive tendencies, venting hatred, and dis- 
charging other suppressed emotions. It is thought that this par- 
ticular medium for emotional discharge is chosen by fire setters 
because they obtain the most satisfaction in the achievement of 
spectacular effects that do not require the usual amount of effort 
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necessary to produce an equivalent result. In this sense, the pyro- 
maniac once again has the magic power of a child to create and 
destroy whole worlds, as he was able to do in his childhood play. 
The satisfaction derived from the commission of an act that is 
symbolic and substitutive is only temporary, and the act requires 
repetition, inasmuch as the frustrated love, jealousy, rivalry, 
sexual impotence, perversion, frigidity or fetish at the core of the 
personality remain untouched by the event. Fire setters are con- 
sidered to be motivated by reaction against the social order, de- 
sire for vengeance against an employer, desire for revenge for 
injured vanity, jealousy, desire to perform heroic acts in subse- 
quent fire fighting, or because of conversion of the sexual impulse 
into a need for substitutive excitement. The authors comment on 
the theoretical aspects of the problem of legal responsibility and 
on the medical and legal disposition of such persons. 


Federal Food, Drug, and Cosmetic Act: Judicial and Administrative 
Record 1949-1950. By Vincent A. Kleinfeld and Charles Wesley Dunn. 
Food Law Institute Series. Cloth. $10.25. Pp. 543. Commerce Clearing 
House, Inc., 214 N. Michigan Ave., Chicago 1, 1951. 


Although this book may be of limited interest to the average 
physician, it offers, for many members of the medical profes- 
sion, a compilation of material, written in an easily understood 
manner, which is not readily available elsewhere. This is the sec- 
ond research book in the food law institute series; the first was 
published in February, 1951. The 1951 book is a compilation of 
the official annual reports on the original 1906 Federal Food 
and Drugs Act and the succeeding 1938 Federal Food, Drug, 
and Cosmetic Act, from the first report in 1907 through the 
last report in 1949. This book contains the administrative and 
judicial record of the Federal Food, Drug, and Cosmetic Act 
from May, 1949, to January, 1951, as well as other helpful data 
relating to this information. Both authors are well known, the 
former for his work with the criminal division of the United 
States Department of Justice, the latter for his long years of 
interest and counseling in the food and drug fields. This compila- 
tion is a significant contribution for those who have need for 
such a work. The presentation, the type, the paper, and the for- 
mat are in keeping with the nature of this book. 


The Family Scrapbook. By Ernest G. Osborne. Cloth. $3.95. Pp. 457, 
with illustrations. Association Press, National Council of Y. M. C. A., 291 
Broadway, New York 7, 1951. 


Much sound, practical advice for daily living is provided in 
this assembly of single-page discussions of family situations. 
Described by the author as a “vig album” addressed to parents, 
it undoubtedly would be of interest also to teachers and others 
who work with children. Because no topic is given more than one 
page for consideration, some of the implicit recommendations 
may, at first, give the impression of being dismissed too casually, 
although the reader will find this impression fades as he reads 
farther. A wide range of subjects is presented, covering a period 
beginning with the baby’s arrival and continuing well into his 
school-age years. Considerable emphasis is placed on adjust- 
ments that are required among all members of the family. Each 
article is graphically illustrated with a small sketch, as are indi- 
vidual chapters at their beginnings. The book is easy to read, and 
can be opened at any point without the reader feeling a need for 
orientation. 


First Aid: Surgical and Medical. By Warren H. Cole, M.D., F.A.C.S., 
Professor and Head of Department of Surgery, University of Illinois 
College of Medicine, Chicago, Charles B. Puestow, M.D., F.A.C.S., Clini- 
cal Professor of Surgery, University of Illinois College of Medicine and 
Graduate School, Chicago, and others. Fourth edition, Cloth. $4. Pp. 432, 
with 94 illustrations by Carl Linden and Tom Jones. Appleton-Century- 
Crofts, Inc., 35 W. 32nd St., New York 1, 1951. 


This is one of the most interesting and practical of the books 
on first aid. The authors and their contributors are well known 
and have been honored, in many instances, for contributions 
in their specialized fields. The latest edition has been modified 
to bring the contents of the book up-to-date. The reader can find 
reference not only to the treatment of wounds in warfare and 
civilian life but also to the treatment of wounds @uring atomic 
warfare. Those who wish to read a book that will aid them in 
preparing for first aid activity will find this pleasingly assembled 
volume helpful and written with a simplicity that is refreshing. 
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QUERIES AND MINOR NOTES 


FEEDING HORMONES TO ANIMALS TO 
INCREASE SUPPLY OF MEAT 


To THE Epitor:—I have noted an increased number of relatively 
low metabolic rates in my patients. Could this increase 
be caused by the hormonal feedings used by the meat indus- 
try to increase meat production in their animals? Has any 
check been made on the effect of these hormonal feedings 
and injections used by the meat industry on persons consum- 


ing this meat? M.D., Nebraska. 


This query has been referred to two consultants, whose respec- 
tive replies follow.—EbD. 

ANSWER.—-If it is true that the number of cases of relatively 
low metabolic rates is increasing, it seems unlikely that this could 
be attributed to the administration of hormones to meat animals. 
With the exception of poultry, in which diethylstilbestrol treat- 
ment is being used to improve the quality of the edible carcass, 
the use of hormones in meat animals has been restricted to ex- 
perimental purposes. No great segment of the population could 
have been exposed to the meat of hormone-treated animals. 
Some of the goitrogens, particularly thiouracil and methyl- 
thiouracil, have been used in attempts to increase fattening in 
meat animals. The meat of swine that were fed a ration con- 
taining 0.2% thiouracil contained about 60 ppm of the drug, 
but, 24 and 72 hours after the last feeding with thiouracil, the 
levels were 20 and 0.5 ppm, respectively. However, the use of 
goitrogens has many practical disadvantages in meat animal pro- 
duction, and they are not used in practical animal husbandry. 
Thyroprotein, an iodinated protein with thyroxine-like activity, 
is being given to dairy cattle to stimulate milk production. Ex- 
tensive tests of the milk of treated cows have indicated no hor- 
monal activity in the milk. Numerous experiments are being 
made by the state and federal experiment stations to determine 
the effects of steroid hormones on animal growth and fatten- 
ing. These experiments involve chemical and biological assays 
of the meat; all evidence will ultimately be considered by the 
Food and Drug Administration of the Federal Security Agency. 

ANSWER.—There is general agreement that the standards 
used for determination of basal metabolic rates are slightly too 
high. Most workers have found that basal metabolic rates of 
normal persons average nearer -5 to -10% than zero. This is, 
at least, a partial explanation of the apparent increase of rela- 
tively low basal metabolic rate determinations. Another factor 
operating to give lower readings is the fact that tests are often 
made in hospitals, where it is customary to give patients seda- 
tives the night before the tests. The usual dose of barbiturates 
may lower the determination by 10 to 20 points. Care should 
be taken that patients are not given sedatives or that the in- 
fluence of sedation is taken into account. Determinations should 
not be made on patients who are drowsy, since the standards 
are set for the fully awakened state. No evidence is available 
to indicate that hormonal treatment of animals in the meat 
industry has affected basal metabolic rates of persons consum- 
ing such meat products. 


MAGGOT THERAPY 


To tHE Epiror:—Several years ago maggots were considered 
effective in dealing with jagged, unclean wounds. Is it still 
possible to obtain them? M.D., New York. 


ANSWER.—Maggot therapy for chronic osteomyelitis and 
other chronic suppurative conditions, including jagged, unclean 
wounds with surface slough, has been discontinued, and it is no 
longer possible to obtain maggots from any commercial service. 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically stated in the reply. Anonymous communications and queries on 
postal cards cannot be answered. Every letter must contain the writer's 
name and address, but these will be omitted on request. 


The urea substances that were isolated and thought to be the 
principal factor in the efficacy of maggot therapy replaced them 
and were in vogue for some time. 

In recent years, the accepted method for management of un- 
clean wounds has been surgical debridement of all dead tissue, 
with or without general anesthesia, depending on the local wound 
conditions. Sodium hypochlorite solution (Dakin’s solution) 
is effective in the cleansing in that it dissolves the finer elements. 
of slough which cannot always be removed by gross dissection. 
The bacterial flora, an important element in these conditions, 
can be cultured and tested for antibiotic sensitivity to determine 
which antibiotic is most suitable for treatment. This antibiotic 
can be administered systemically, in order to create a suitable 
blood concentration in the base and periphery of the wound, 
and can be applied topically with excellent results. By these 
methods such wounds can be prepared for early skin covering 
with minimal fibrotic change in the contiguous tissue. 


PROGRESSIVE MYOPIA IN A CHILD 


To THE Epitor:—A /2-year-old girl has myopia, with vision 
of 20/60 in both eyes. This has progressed from 20/40 bi- 
laterally six months ago. An oculist states that full correction 
offers the best chance of checking myopic progress. Please 
advise what conditions influence the choice of full or partial 


correction. M.D., Florida. 


ANSWER.—The amount of correction of myopia has no effect 
on the progress of the refractive error. Its only effect is optical, 
with resultant improvement in vision. There is no valid evidence 
that undercorrecting the error or prescribing bifocals is of any 
value. Myopia of less than 8 D. is thought to be a biologic 
variant and related to unknown factors of growth and tissue 
maturation. Many systemic and local medications have been 
proposed for the treatment of myopia, but valid evidence of 
their value is lacking. It is suggested that the patient be examined 
after administration of a cycloplegic and that the glass that 
exactly neutralizes the refractive error be prescribed. There need 
be no insistence on the wearing of the glass unless clear vision 
is preferred by the patient. Usually, examinations at yearly in- 


‘tervals are recommended to keep pace with the myopic increase. 


Generally, full correction is recommended in myopia up to er- 
rors of 15 to 16 D. With errors greater than this, the vision does 
not increase in proportion to the increase of the concavity of 
the lens; therefore, partial correction is sometimes prescribed. 


“WET STERILIZATION” OF NEEDLES 


To THE Epitor:—Pamphlets accompanying most biologic prepa- 
rations recommend the use of a dry sterile needle. Many phy- 
sicians use wet sterilization for needles. ls there any objection 


to this practice? H. H. Shuman, M.D., Springfield, Mass. 


ANSWER.—If “wet sterilization” involves boiling the needles 
in water without the use of alcohol or other chemical disin- 
fectants, there is no serious objection to this method, if excess 
water is expelled to avoid dilution of the contents of multiple- 
dose vials. Chemical disinfection should not be substituted for 
heat sterilization. Chemical disinfectants such as alcohol might 
act as a denaturant of protein or cause deterioration of prepa- 
rations that are precipitated by alum or other substances that 
prolong absorption and increase antigenic effect. Moisture is 
incompatible with oil or wax vehicles. The introduction of mois- 
ture at the time of withdrawal may disturb the stability of sus- 
pensions or may introduce some error in dosage when small 
doses are employed intracutaneously, as in skin test procedures. 
Hence, it is customary to recommend the use of dry, sterile 
needles and syringes to avoid the difficulties that may arise 
from the presence of moisture. Dry needles and syringes are 
also easier to identify as sterile when injections are adminis- 
tered to several patients at the same time. 
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CUSHING’S SYNDROME 


To tHE Eptror:—/ have a patient 43 years of age, with prob- 
able Cushing’s syndrome. The signs and symptoms are ful- 
ness of the face since 1949, increased facial hair, relaxed 
abdomen, tendency to bruise easily, hypertension of 180/110, 
and marked symptoms of depression, forgetfulness, inability 
to concentrate, and suicidal tendencies. The 17-ketosteroid 
excretion is 28 mg. per 24 hours. Skull roentgenograms and 
visual fields are normal, and intravenous urogram and body 
section films of the adrenal region show no evidence of adrenal 
tumor, The predominant symptoms are mental, and these are 
progressive. 1 would appreciate a discussion on treatment, 
particularly in reference to the use of roentgen therapy of the 
pituitary. Are there any hormonal approaches? If roentgen 
therapy fails in this case, is exploration of the adrenals worth 


while? M.D., Virginia. 


ANSWER.—The signs and symptoms described above are typi- 
cal of Cushing’s syndrome. In most cases, one or more of the 
following conditions are also present: muscular weakness, hyper- 
glycemia, hypercholesteremia, and osteoporosis of the spine. 
Cushing’s syndrome can arise from a variety of lesions, but the 
actual disturbance is the result of adrenal cortex hyperactivity. 
This may be due to either hyperplasia or tumors of the adrenal 
cortex, or it may result from stimulation by tumors of the 
anterior pituitary, chiefly but not always, of the basophil cells. 
If the pituitary is responsible, roentgen therapy will effect a 
significant but usually temporary regression of the disease. If 
the lesion is in the adrenal cortex, surgical intervention may 
be helpful, depending on whether it is unilateral or bilateral, 
or whether it is due to a neoplasm or hyperplasia. An experi- 
enced surgeon should be consulted. 

In the absence of evidence pointing to the location of the 
primary causation, it is suggested that roentgen therapy of the 
pituitary be attempted. If no beneficial changes are observed, 
it may be necessary to explore the adrenals; however, a definite 
diagnosis of Cushing’s syndrome must first be made. For the 
most part, endocrine therapy makes use of testosterone, which 
improves the health of the patient by reversing some of the 
metabolic processes; this does not alter the course of the disease. 
The lack of clear cut evidence that the syndrome is due to a 
pituitary tumor has resulted in a wide range of roentgen dosage 
for therapy. Many physicians advise the modest dosage of 1,000 
to 2,000 r over a period of one month. If there is good evidence 
of a pituitary tumor causing the disturbance, the dosage may 
be increased to 3,000 to 5,000 r, which is strong enough to cause 
serious skin changes, 


HEADACHE FROM ESCAPING GAS 


To THE Epitor:—One death and several near fatalities from 
gas escaping because of defective connections in furnaces and 
water heaters were reported in the local newspapers. I saw a 
patient who had severe headaches of an unknown origin. A 
heating company that called to check the furnace informed 
her that the vent was improperly attached and that her house 
had been flooded with gas. She wonders if her headaches 
(they have cleared since the furnace was repaired) and those 
of her child could have been caused by the gas. She also 
wonders if the child’s brain or mentality could have been 
damaged, although he seems normal. I understand that the 
heating gas used in this vicinity is of the natural variety, with 
an admixture of 20 to 50% of the manufactured variety. Can 
you help me answer this question? M.D., Alabama. 


ANSWER.—Natural gas usually contains no or only minor 
quantities of carbon monoxide, but improper combustion could 
lead to carbon monoxide formation. Artificial or “booster” gas 
may contain a high percentage of carbon monoxide. Repeated 
headaches could indicate low grade carbon monoxide intoxica- 
tion caused by chronic exposure. There need be no concern 
over mental or physical retardation in the child from this cause. 
The severe prolonged sequelae from carbon monoxide arise only 
as an aftermath of gross, acute poisoning; this has not occurred 
in this instance. It is known that even in victims of mild degrees 
of carbon monoxide asphyxiation all manner of persistent neu- 
roses are prone to develop. 
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MYOPATHY 


To THE Epitor:—A man 20 years of age, has had myopathy 
(Leyden-Moebius type) for three years. He has been given in- 
jections of vitamin B, and B complex without results, but he 
has not been treated with vitamin By. At present, he is taking 
aminoacetic acid (“glycocoll’) in doses of 5 gm. three times 
a day and vitamin E, in doses of 100 mg. three times a day. 
What other medication would you suggest? 


La Salle Mondor, M.D., Grand’ Mere, Quebec, Canada. 


ANSWER.—At present there is no specific treatment for a 
patient with myopathy of the Leyden-Moebius type. Occa- 
sionally, massage of the affected extensor muscles of the thighs 
may retard the progress of the disease. If arm and trunk muscles 
are involved, the condition is usually not influenced by treat- 
ment. Rabinovitch and co-workers prescribed either wheat germ 
oil or wheat germ oil concentrate, sometimes with the addition 
of tocopherols, to 151 patients with neuromuscular disorders. 
Some cases of muscular dystrophy improved; 5 out of 25 patients 
showed sufficient gain to warrant continuation of treatment. The 
use of the mixed tocopherols appears to be justified in the case 
described. Although vitamin E is a complex containing several 
tocopherols, wheat germ oil may contain others that are effec- 
tive against human disease. Shy and McEachern found no clini- 
cal improvement in three cases of juvenile progressive muscular 
dystrophy treated with cortisone. 

REFERENCES: 

Rabinovitch, R.; Gibson, W. C., and McEachern, D.: Neuromuscular 
Disorders Amenable to Wheat Germ Oil Therapy, J. Neurol., Neurosurg. 
& Psychiat. 14:95 (May) 1951. 

Shy, G. M., and McEachern, D.: Further Studies of the Effects of 


Cortisone and ACTH on Neurological Disorders, Brain 74: 354 (Sept.) 
1951. 


HYPERTENSION IN A SALT MINER 


To THE Epitor:—A 45-year-old man has blood pressure read- 
ings from 190/100 to 260/130; the former reading is the end 
result of therapy with numerous drugs for reducing the pres- 
sure. He was 30 Ib. (13.6 kg.) overweight at the beginning 
of therapy; now, he is 15 lb. (6.8 kg.) overweight. He has 
been on a 1,000 calorie a day diet, but his blood pressure and 
weight remain the same in spite of the administration of vaso- 
dilators and the diet. He has occasional dizzy spells and 
blurred vision. All other laboratory tests showed normal re- 
sults. This patient is working in a salt mine from 50 to 60 
hours weekly. Although he is not present when the actual 
blasting of salt is done, when he is there, the salt dust is thick 
and visible on exposed skin and clothing. Should this patient 
be put on a salt-free diet? How much salt does he inhale 
during his work, and how does this salt effect his blood 


pressure? M.D., New York. 


ANSWER.—This patient undoubtedly inhales enough salt from 
his environment to nullify the possible usefulness of a low-salt 
diet. Unless the diet contains less than 200 mg. of sodium ion, 
it is not effective and, even then, it is only effective in those 
patients who are “sodium responders.” He should lose the re- 
maining 15 lb. of excess weight. The physician should determine 
the rate of progress of the vascular disease and, on this basis, 
decide on the therapy to be used. 


DERMATITIS IN A DRILL SHARPENER 

To THE Epitor:—A patient with dermatitis is a drill sharpener 
and comes in contact with Norton No. 39C60J8V K Crystolon 
Rock, made by Norton Co., Worcester, Mass., Carborundum 
No. GC 80-111-VR made by Carborundum Co., Niagara 
Falls, N. Y., and Kennametal No. SW3 Silicon carbide made 
by Kennametal Inc., Latrobe, Pa. These grinding wheels are 
used for grinding tools tipped with cemented carbide com- 
position. Are there skin sensitizers in any of these stone com- 
positions? G. F. Brockman, M.D., Greenville, Ky. 


ANSWER.—Dermatitis is not likely to arise from the type of 
stones mentioned, on a basis of either contact or sensitiveness. 
Mechanical skin damage is commonplace. Sensitizing agents are 
so protean that categoric denial of sensitization is scarcely ever 
warranted. Carborundum and allied synthetic abrasives are little 
suspect. In times long past some bonding agent embraced rub- 
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ber compounds and vegetable resins. It is not known that use 
of this type of agent persists. On the other hand, every work- 
man in his daily life comes into contact with a variety of agents 
far more likely to induce sensitization than synthetic stones. 
The pattern of lesion distribution often will suggest that ex- 
posure. If after the removal of the workman from all work ex- 
posure the dermatitis persists, obviously these abrasives become 
remoter etiologic factors. 


POSITIONAL VERTIGO AND NYSTAGMUS 


To tHE Epiror:—A few weeks ago, a single woman, aged 20, 
began to have marked vertigo and nausea on lying down. Ob- 
jects move in a clockwise direction. When she puts her head 
down, the vertigo lasts for a few minutes and then subsides; 
however, on turning her head from side to side while lying 
down, she again experiences vertigo, and, on arising to the 
erect position, the symptoms are again produced. They last 
from two to five minutes. While she is in the erect position, no 
symptoms are produced, but on putting her head back, vertigo 
is again experienced. Examination reveals a_ disassociated 
nystagmus on looking to the extreme right or left. On looking 
to the extreme right, the amplitude of nystagmus in the right 
eye is greater; on looking to the left, the amplitude of nystag- 
mus is greater in the left eye. There were no significant symp- 
toms of cerebellar dysfunction, and the fundi were normal. 
A caloric test with 5 cc. of cold water reveals no abnormal 
sensitivity of the labyrinths. The tympanic membranes are 
normal, and the eustachian tubes are patent. The patient had 
been in good health previously and the results of a medical 
checkup were negative. What is the significance of the symp- 
toms of positional nystagmus and the differential diagnosis? 

M.D., Massachusetts. 


ANSWER.—Positional vertigo and nystagmus are induced by 
change of body position from the horizontal to the erect or by 
quick movements of the head iaterally or backward; they are 
labyrinthine in origin. A large group of patients with Méniére’s 
syndrome complain of such vertigo, in contradistinction to the 
cases usually mentioned in literary discussions of Méniére’s syn- 
drome, in which the vertiginous attacks are sudden and apo- 
plectiform in onset and not related to body motion or positional 
change. In many instances, there may be no cochlear functional 
disturbance or impairment. 

There may be an alteration in vestibular function on one or 
both sides, varying in degree from hyperirritability to total loss of 
irritability to caloric stimulation. A rupture in the physiological, 
antagonistic balance between the two vestibular mechanisms 
results. Rapid positional change of the head or body and head 
causes a movement of the endolymph in the membranous vestib- 
ular labyrinth, which, with vestibular imbalance, will result in 
vertigo of brief duration. 

A spontaneous nystagmus on extreme lateral gaze, not sus- 
tained for more than a few seconds, is of no diagnostic impor- 
tance. Such nystagmus is usually due to a paresis of the external 
ocular muscles and is not of true central neurogenic origin. The 
difference in the amplitude of the nystagmus in the eyes on ex- 
treme lateral gaze is probably of external ocular myasthenic 
origin; this is not a disassociation of eye movements, since such 
disassociation is a condition in which the eyes do not move syn- 
chronously after vestibular stimulation. If present, such disasso- 
ciation is indicative of a lesion of the central nervous system 
involving the posterior longitudinal bundles. A repetition of the 
caloric vestibular examination using mass stimulation with water 
at 68 F will probably show a difference in the character of 
the response of the labyrinths. Many patients suffering from 
Méniére’s syndrome, in which the attacks of vertigo are induced 
by positional change and quick head movements, respond well 
to the Furstenberg treatment. This consists of a low salt diet and 
the administration of three | gm. capsules of ammonium chlo- 
ride (not compressed tablets) taken with the meals three times 
daily for three days and then omitted for two days. The am- 
monium chloride treatment can then be repeated if necessary. 
(I have had equally good results with administering only 2 gm. 
of ammonium chloride three times daily.) A skull roentgeno- 
gram, which will probably be negative, would complete the study 
of this case. 
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ADOPTION OF INFANT OF EPILEPTIC MOTHER 


To THE Epitor:—An epileptic, the mother of a newborn baby, 
would like to have her baby put up for adoption. A couple 
is interested in accepting this child in spite of the mother’s 
epileptic background. The mother’s epilepsy is idiopathic and 
has been well controlled by diphenylhydantoin (dilantin®) 
sodium and phenobarbital sodium. What are the chances of 
the epilepsy developing in the baby? What would be your 
advice to the prospective parents? M.D., Ohio. 


ANSWER.—According to an article on the heredity of epilepsy 
in THE JOURNAL (146:529 [June 9] 1951), there would be about 
1 chance in 30 that any child of an epileptic parent would have 
one or more seizures. The chances of chronic epilepsy would 
be much less, perhaps 1 in 100. Other factors, such as familial 
history of epilepsy or migraine and gross dysrhythmia of the 
electroencephalogram, are important. Uncertainty regarding 
mentality or seizures is greater for a newborn baby than an 


. older child. Final decision rests with the prospective parents. 


URETHRAL STRICTURE FOLLOWING 
PROSTATECTOMY 


To THE Epiror:—Please discuss treatment for urethral stric- 
ture following suprapybic prostatectomy. 


Lawrence G. Heins, M.D., Abilene, Kan. 
ANSWER.—Stricture of the urethra following suprapubic 


- prostatectomy usually occurs in two areas, at the bladder neck 


and in the bulbomembranous urethra. Postoperative cicatricial 


- contracture involving the tissues at the bladder neck and adjacent 


urethra may be extensive and accompanied by much deformity. 
This condition can usually be corrected by transurethral re- 
section of the scar tissue. Infection at the apex of the prostate 
gland involving the bulbomembranous urethra may be followed 
by a considerable degree of cicatricial contraction. The stricture 
should be treated by thorough dilatation of the urethra or by 
internal urethrotomy. Some patients are benefited by a large 
indwelling catheter, which remains in the urethra for two or three 
weeks, although the patients may not be able to tolerate this. 


REMOVAL OF STAIN FROM TEETH 


To THE Epitor:—Can anything be done to remove the yellow 
bacterial stain from teeth and prevent its recurrence? 


Bernard Marcus, M.D., Raritan, N. J. 


ANSWER.—The natural color of human teeth varies. Attempts 
to alter the basic color of the teeth frequently results in ir- 
reversible damage to the superficial enamel. Owing to modern 
living and eating conditions, however, various deposits may 
form on the teeth, among which are mucinous film, materia alba, 
calcareous deposits, and green, black, and tobacco stains. 
The efficient removal of these deposits can be accomplished only 
by the dentist or by a trained dental hygienist. The procedures 
may include scaling, meticulous scouring with special abrasive 
preparations, and final polishing of the cleaned surfaces. Once 
polished, the surfaces can usually be kept free of recurrent stains 
or deposits by faithful adherence to an effective regimen for 
brushing the teeth, which must be learned under supervision, 


GUM CHEWING AND DENTAL CARIES 


To THE Epttror:—!/s there evidence that a relationship between 
gum chewing and dental caries exists? 


D. A. Dowell, M.D., Omaha, Neb. 


ANSWER.—The sugar content of commercial chewing gum is 
about 60% by weight. In experimental studies, the level of re- 
ducing sugar in the saliva (normally about 20 mg. per 100 ml.) 
rose to an average of 725 mg. per 100 ml. after five minutes 
chewing of a stick of commercial gum containing 500 mg. of 
glucose. At the end of 30 minutes the normal level was restored. 
It has been observed that in the presence of sugar the pH at 
the surface of the teeth in susceptible individuals falls below 
the level at which enamel is known to dissolve with rapidity. 
Further, experimental use of sugar-coated gum three times a day 
for 10 days was associated with a tenfold increase in the salivary 
lactobacillus count, a widely accepted index of caries suscepti- 
bility. More direct evidence is not yet available. 
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1168 QUERIES AND MINOR NOTES 


POLYCYSTIC KIDNEYS 


To THE Eptror:—Two sisters have kidney cysts. The disease in 
one sister, aged 27, began in 1948, with a tumor of the ab- 
domen; at that time her right kidney was removed. In August, 
1949, and in June, 1950, operations involving puncture of 
cysts on the remaining kidney were performed because of a 
considerable increase in their size. Opening of these recurrent 
cysts was very difficult. The other sister, aged 33, had cysts of 
both kidneys punctured in 1949. The patients’ father died as 
a result of kidney cysts. A third sister is healthy. Is there any 
therapy besides surgical intervention that will be effective in 


draining the cysts? Hans Staatsmann, M.D., Germany. 


ANSWER.—It is evident that the patients referred to have bi- 
lateral polycystic kidneys. This pathological lesion is of con- 
genital origin and may be transmitted over several generations. 
There is no known cure. The therapy available consists of meas- 
ures to preserve the renal function as long as possible and to 
aid the patient during the period of increasing renal insufficiency. 
Many of these patients live in a fair degree of health for many 
years, often as long as the sixth or seventh decade. Rovsing, 
the great Danish surgeon, was the first to employ puncture of 
renal cysts in order to relieve the remaining renal parenchyma 
from pressure. Results obtained from this operation have been 
variable, and it is questionable whéther the procedure is of 
permanent benefit to the remaining renal tissue. In the presence 
of several unusually large cysts, particularly if hemorrhagic, 
drainage may give relief from local symptoms. Removal of a 
kidney, as in one of the cases reported, is often done in error 
through failure to recognize the pathological condition. A poly- 
cystic kidney should not be removed unless secondary compli- 
cations, such as diffuse infection or multiple calculi, are present. 


VASCULAR ACCIDENT FOLLOWING 
EXPOSURE TO HEAT 


To THE Epitor:—A 49-year-old white man had a complete 
occlusion of the right femoral and iliac arteries. When he was 
operated on, extensive arteriosclerosis was found. At the time 
of the vascular accident, the atmospheric temperature was 110 
F, and the man was laboring on asphalt with an estimated tem- 
perature of 280 F. His blood pressure, after observation, was 
140/90. Did the excessive heat contribute to the acute occlu- 
sion, and, if so, what mechanism was involved? 


Thomas L. Grayson, M.D., Larkspur, Calif. 


ANSWER.—It is impossible to state dogmatically whether the 
extreme heat contributed to this patient’s arterial thrombosis, 
but it is quite possible that dehydration played a precipitating 
role. It can be assumed that the heat of the asphalt was mainly 
about the man’s feet and legs and that considerabie hyperemia 
cf the lower extremities resulted; however, the significance of 
this element in localizing the site of thrombosis is difficult to 
determine. One wonders whether the man wore any constricting 
clothing, such as a band, to keep the heat from ascending his 
trousers. It is well known that tolerance to environmental heat 
is lowered with age. Although this man is 49 years old, chrono- 
logically, his severe arteriosclerosis makes him _ biologically 
older. Penetrating heat may have been a precipitating factor by 
causing edema of the vascular walls. 


GRANULAR MYOBLASTOMA 


To THE Eprtror:—A nodule removed from the lip of a 26-year- 
old man was diagnosed as a granular myoblastoma. What are 
the nature and growth potential of this tumor? 


James R. Brill, M.D., Randolph, N. Y. 


ANSWER.—Granular myoblastoma is supposedly a tumor 
derived from striated muscle, although smooth muscle may 
rarely give rise to similar lesions. Recently, this disease was 
reported to have occurred in cardiac muscle. The commonest 
site of origin is the tongue. Lesions are usually small, grow 
slowly, and are essentially self-limiting. Local surgical inter- 
vention is sufficient treatment. Malignant granular myoblastomas 
do occur, but such cases are exceedingly rare. In the present 
instance, assuming this tumor was designated merely as granular 
myoblastoma, without further qualification, it should be con- 
sidered benign. 


J.A.M.A., March 29, 1952 


’ CHANGE OF CLIMATE AND 


RESPIRATORY INFECTIONS. 


To THE Epitor:—What is the advisability of a change to a mild 
climate for a patient with multiple cystic disease of the lung 
who is susceptible to upper respiratory infections and pneu- 
monitis? In what locations in the United States would the 


patient do best? M.D., Connecticut. 


ANSWER.—If the disease can be treated by operation, it is 
best to remove the cysts; otherwise, it is best to avoid a cold 
climate, although, unless proper heating facilities are provided 
in warm climates, chilling and infection can occur as easily as 
in cold climates. If the patient keeps warm during all weather 
changes and avoids crowds, he will be approximately as healthy 
in one place as in another. Hawaii has the best climatic condi- 
tions of any territory under the United States flag. There are 
few ideal places in the country, but the best climates are 
found in the lower part of California and the tip of Florida. 
Other places with good climatic conditions are the Asheville 
region of North Carolina, the Sacramento Valley, “Valley of 
the Moon,” California, and p'aces of 3,000 ft. elevation or less 
in Arizona and New Mexico. 


RINGWORM OF THE SCALP 


To tHE Epitror:—We have had, for a number of years, ring- 
worm of the scalp in some of our school children. One case 
has occurred in a boy who has been playing with a dog having 
“hairless” spots on it. Three children who have been playing 
with kittens from one litter have new infections. The com- 
munity is now thoroughly aroused over this condition. Can 
you advise any program for handling such a situation in a 
community of 5,000? C, M. Pierce, M.D., Chadron, Neb. 


ANSWER.—The U. S. Public Health Service furnishes such in- 
formation. In addition, “An Introduction to Medical Mycology” 
(Lewis, G. M., and Hopper, M. E.; Chicago, The Year Book 
Publishers, Inc., 1939) may be of assistance. One community 
solved its problem relatively quickly by requiring every child 
in town, whether infected or not, to wear a protective cap in 
public. The infected children were given treatment, and all chil- 
dren were examined periodically so that infection could be de- 
tected and treated in its earliest stage. There must, of course, 
be no interchange of caps among the children. 


RECURRENT LARYNGEAL NERVE PARALYSIS 


To THE Eprror:—/ would like information concerning the relief 
of bilateral paralysis of the recurrent laryngeal nerve follow- 
ing thyroidectomy. A competent ear, nose, and throat spe- 
cialist has advised against surgical intervention for this con- 
dition. Is there any new treatment or type of operation that 
it is advisable to use in a case of this kind? 

Edwin E. Benoist, M.D., Natchez, Miss. 


ANSWER.—Bilateral paralysis of the recurrent laryngeal nerve 
following thyroidectomy can be treated successfully by modifi- 
cations of the King operation. This procedure widens the chink 
of the glottis to make normal respiration possible and, if per- 
formed exactly right, also leaves the patient with satisfactory 
voice. If performed by a skilled surgeon this operation gives good 
results and can be recommended without hesitation. It should 
not be attempted by those who have not had special training in 
its use. 


LEUKEMIA CUTIS 


To THE Epiror:—Over a three year period, skin lesions that 
have been diagnosed by biopsy as leukemia cutis have de- 
veloped in a patient. Clinical and laboratory studies show 
no evidence of systemic leukemia. | would appreciate know- 
ing the present treatment of the skin manifestations and the 
prognosis in regard to future development of leukemia in this 


patient. L. A. Owens, M.D., Hazard, Ky. 


ANSWER.—Such lesions usually respond to treatment with 
small doses of x-rays. It is impossible to venture a guess as to 
the prognosis. Cases have been known to persist for years before 
evidence of systemic leukemia appears in the hemogram. 


